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AN APPRAISAL 


dental literature? If so, why? There 

are many reasons why some may an- 
swer this question affirmatively: confi- 
dence in and respect for the authors, 
confidence in the editorial policies of the 
dental journals of the reader’s choice, a 
blind faith in the ability of dental journal 
editors to pick the good from the bad 
among the papers submitted for publica- 
tion, a naive trust that the printed word 
is gospel truth and others. Are profes- 
sional people justified in placing great or 
complete confidence in these reasons for 
accepting material in the literature? 
Should we not develop, in the course of 
our education, the ability to evaluate 
scientific literature more critically on the 
basis of valid criteria? To be sure, it is 
important to have capable editors who 
ire careful in the selection of material 
for publication. Professional dignity de- 
mands that dental journals have editorial 
policies of a high order. However, it 
would appear incumbent on professional 
folk that they be able to evaluate their 
iterature for themselves, critically and 
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scientifically, as a part of the fulfillment 
of their public trust. The public has a 
right to expect its health servants to pro- 
tect it against practices inspired by and 
based on material in the literature that 
is scientifically unsound, unproved and 
potentially if not actually harmful. This 
is a responsibility that health workers 
cannot escape. 

The evaluation of professional litera- 
ture is not an easy task. Validity and fair- 
ness are weighty matters in this problem. 
Prejudices are hazards in this field. Cri- 
teria must be scientifically sound. 


Scientific Evidence and Testimony 


Of prime importance in the evaluation 
of our literature is the ability to differen- 
tiate scientific evidence from what may 
properly be termed testimony. It is most 
important to clarify the difference be- 
tween the two. 

Scientific evidence is indisputable proof 
established by scientific procedure. It is 
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statement of fact. Testimony as used here 
is statement of opinion. The difference is 
tremendous. 

Testimony on the part of many people 
establishes a weight of opinion. Testi- 
mony on the part of a majority estab- 
lishes a majority opinion. However, a 
majority opinion does not necessarily 
constitute fact. The majority opinion may 
not even be the best opinion. To hold that 
the majority opinion is the best opinion 
is to contend that the superior wisdom 
always rests with the masses rather than 
with the highly intellectual few. This is 
something to be divinely desired but un- 
fortunately is not yet a reality. The ma- 
jority opinion evidences popularity but 
not the scientific validity of the issue 
under consideration. As an example, 
leeching was, at one time, supported by 
the weight of majority opinion as a ther- 
apeutic procedure of great popularity. 
Its alleged therapeutic value was never 
established by scientific evidence. Medi- 
cal and dental histories are replete with 
such instances. There are, no doubt, 
many comparable instances today. Fu- 
ture historians will have to judge current 
practices finally, but they should be eval- 
uated critically and scientifically in our 
own time. Such an evaluation of several 
periodontal practices will illustrate the 
problem. 


Massage 


For about two hundred years, massage 
in one form or another has been prac- 
ticed as a measure in periodontal therapy. 
There is reason to believe that it now 
enjoys great popularity and that it is 
supported by the weight of majority opin- 
ion. The question of massage and its 
therapeutic merits in periodontal ther- 
apy, however, still remains a question in 
the true sense of the term. The weight 
of majority opinion and the popularity 
of massage at the moment are so over- 
whelming that one truly risks his profes- 
sional status by questioning its actual 
merits. The fact in the case is that the 
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question has not been answered by scien 
tific evidence. 

The alleged merits of massage in per: 
odontal therapy have long been a matt: 
of concern to many interested in rationa! 
izing their teachings in the field of dent! 
therapy. The problem also has been o! 
concern to several agencies of the Ameri 
can Dental Association which are con- 
fronted with the task of evaluating cer- 
tain advertising claims. The Federa! 
Trade Commission is currently dealing 
with the problem in connection with ac- 
tions against certain firms engaged in th: 
manufacture and sale of dentifrices. ‘Th: 
difficulties encountered in connection 
with the above are not due to lack of 
testimony in and out of dental literature 
Verbal opinion, textbooks and articles in 
the periodical literature furnish a great 
volume of this. The striking fact is that 
there is no acceptable scientific evidence 
on the subject. The burden of proof 
necessarily must rest on those who are 
promoting the technic and claims. 

The following quotation from a report 
appearing in THE JOU RNAL,' is perti- 
nently related to this discussion : 


Dental literature contains many conflicting 
and often unscientific statements about thx 
effects of brushing, massage and chewing of 
resistant or resilient substances upon the gin- 
givae, periodontal membrane, alveolar bonc 
and oral mucosa, in the opinion of a group 
consisting of periodontists, research workers 
an oral surgeon and an orthodontist. 

At a conference held April 4, in the Central! 
Office of the American Dental Association, th: 
group urged that further research be con- 
ducted to prevent spread of such statements, 
which, it charged, are based on personal opin 
ion rather than on scientific fact. 


It has been contended that massage is 
of value in and essential to the resolution 
of inflammation and the restoration of 
normal circulatory function in the perio- 


1. Unscientific Statements Laid to Dental Litera 
ture; Research Urged. (News of Dentistry) /.A.D.A 
33:760 (June 1) 1946. 
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dontium. It is affirmed that friction, com- 
pression and vibration are essential meas- 
ures in periodontal treatment programs, 
as means to supply the gingivae with in- 
fluences which they are alleged to miss in 
so-called non-fibrous diets. What are the 
facts? 

The resolution of gingival or periodon- 
tal inflammation and the restoration of 
normal circulatory function can be ob- 
tained only by the removal of causative 
disease influences, the correction of struc- 
tural tissue changes and the establish- 
ment of proper function. Without these, 
good health cannot be induced or main- 
tained. Circulatory stimulation can best 
be obtained and maintained by good 
function. Massage is, at best, a poor sub- 
stitute for good functional stimulation. 
The current emphasis on massage and 
the widespread disregard of the essential 
feature of establishing good function in 
periodontal treatment programs should 
be viewed with considerable concern. It 
is yet to be shown, by acceptable scientific 
methods of study, that rubbing, scrub- 
bing, stroking, squeezing, vibrating, or 
compressing and releasing the gingivae 
by brush, rubber cone or wooden stick 
contribute either to the rate or to the 
extent of healing. On the other hand, it 
can be shown that spectacular results are 


obtainable without these adjunctive 


Fig. 1.—X-ray findings of 
case before and after treat- 
ment showing regeneration 
of alveolar crest and reestab- 
lished contact between cen- 
tral incisors. Clinically, gin- 
gival sulci were reduced to 
depth comparable with un- 
affected areas. Massage was 

included in treatment 

regimen 
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measures. The contention that periodon- 
tal healing cannot be satisfactorily in- 
duced without so-called massage is con- 
trary to the facts (Figs. 1 to 3). 

The contention that massage is indi- 
cated to supply the stimulation which the 
gingivae are alleged to miss from our 
modern diet rests, in part, on the errone- 
ous concept that the gingivae are scoured 
by food during mastication. What are the 
facts? The normal contact relationships 
of adjoining teeth, the contours of their 
axial surfaces, the cingula of the incisors, 
the inclination of teeth in their align- 
ments, and other anatomy details all 
function to protect the gingivae against 
scouring and pressure impaction of food 
in mastication. When details of these 
structural arrangements deviate from the 
normal, gingival disease follows as a re- 
sult of tissue insults incident to the mas- 
tication of food and its action on the 
gingivae. Anyone familiar with the details 
of dental anatomy and the problems in 
operative dentistry, crown and _ bridge- 
work, and denture prosthesis related to 
these structural details will recognize this 
contention as a self-evident fact. Nature 
obviously intends the gingivae to be pro- 
tected and sheltered from food traction 
and pressure. To violate this principle 
and claim therapeutic merit for it is 
untenable from a scientific point of view. 


i 
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Krusen stated,’ “It should be remem- 
bered that massage will never develop 
muscular strength; nor does massage 
produce any mysterious or spectacular 
effects. Improperly employed massage 
often will cause more harm than benefit 
to the patient.” 

In many instances of periodontal dis- 
ease, chronic infections are an important 
feature. The massage of chronically in- 
fected tissues is contrary to presently ac- 
cepted concepts of good medical practice. 
Postoperative massage following subgin- 
gival curettage may be compared logi- 
cally to the inassage of an infected finger 
from which a splinter has just been re- 
moved. It may be questioned that au- 
thoritative medical scientists would con- 
done that practice. 

The phenomenon of transient bacte- 
remia and its relationship to subacute 
bacterial endocarditis probably has not 
yet been evaluated fully. However, since 
a bacteremia appears to be an essential 
feature in the causation of this type of 
heart disease, simple logic indicates that 
the deliberate and indiscriminate disre- 
gard of the transient bacteremia incident 
to the massage of infected structures does 
not take into account patient welfare to 
the fullest degree. 

In addition to the contraindications al- 
ready noted, one must also note such 
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Fig. 2.—X-ray findings 
case before and sixty dc 
after treatment program u 


alveolar bone regenerati: 


of bone regeneration can >}. 
observed at a much high. 
level than is apparent 
print. Clinically, mobility 
teeth and gingival sulci we: 
reduced to normal rang. 
Massage was not included 
treatment 


periodontal diseases as desquamative gin- 


givitis and so-called pregnancy gingivitis 
in both of which hormonal disorders pla, 
causative roles. 

Returning to the original thesis, th: 
weight of majority opinion in support 
of massage as a measure in periodonta! 
therapy is admitted. On what scientifi 
evidence can it be justified ? 


Gingival Sulcus and "Pocket" 


Another consideration in the appraisa! 
of scientific literature is an adequat: 
knowledge of the background and prem- 
ises on which the discussion and deduc- 
tions of a given article may be based 
Many misconceptions and much erron: 
ous reasoning have been promulgated b 
virtue of the fact that many dentists a: 
neither able nor willing to evaluate accu- 
rately the premises on which a give! 
thesis may be based. Periodontology 
replete with examples of misconceptions 
perpetuated in many circles on this basi: 
Erroneous premises and deductions re- 
peated often enough are, in time, a 
cepted as truth by many readers and 
listeners. For example, the philosophy « 
the so-called radical therapy of certair 


2. Krusen, Frank H., Physical Medicine. Philade 
phia: W. B. Saunders Company, 1941. 
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chronic periodontal diseases was orig- 
inally developed and promoted on prem- 
ises which contended, among many 
things, that necrosis of the alveolar bone 
was a feature of these disorders and that 
the normal or “ideal” gingival sulcus in 
the human is of zero depth. Histologic 
evidence now available refutes the 
aforementioned contentions regarding 
alveolar bone necrosis (Fig. 4). The er- 
roneous contentions regarding the human 
gingival sulcus of zero depth still prevail 
widely to our scientific embarrassment. 
Certain facts concerning the human gin- 
gival sulcus need to be aired. 

First, the human gingiva may be de- 
scribed as being divided into two por- 
tions: (1) the attached gingiva and (2) 
the unattached or free gingiva. The lat- 
ter is frequently designated the “free 
cingival margin.” The unattached gin- 
viva is a normal anatomic finding for 
man and its presence creates the gingival 


ulcus. The issue under consideration 


Fig. 3.—Clinical photographs of 
case of chronic purulent periodon- 
trtis at time of initial treatment and 
even years later. A: Case one week 
ifter treatment of mandibular arch 
ind immediately following initial 
treatment by subgingival curettage 
ind occlusal adjustment of mazxiil- 
ary arch. Note separation of cent- 
ral incisors due to their migration 
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rests largely on the question of the gin- 
gival sulcus and its normal depth. The 
latter has not and possibly never will be 
determined as a fixed figure to cover all 
gingival sulci, in all mouths, at all ages, 
around all teeth and in all regions about 
a single tooth. Anyone familiar with nor- 
mal periodontal anatomy knows that the 
unattached gingiva and the gingival sul- 
cus vary in their dimensions with age and 
the status of tooth eruption. These di- 
mensions also vary in the different seg- 
ments ef a tooth’s circumference, being 
much deeper on the proximal aspects, 
less so on the lingual and palatal aspects 
and still less so on the buccal and labial 
aspects. These observations may be made 
only in terms of a generality and not in 
terms of exact measurement, since the 
normal is a range of unestablished limits. 
The latter point is most important. No 
one has yet set such limits on scientific 
considerations. 

One of the most ludicrous contentions 


B: Same case seven years later. 
Note health of gingivae and alve- 
olar mucosa. Incisors repositioned 
themselves in course of healing 
under influence of functional ad- 
justments. Massage was not in- 
cluded in treatment regimen 
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offered in this connection is that the nor- 
mal gingival sulcus should be of “zero 
depth.” Such a contention is obviously 
self-contradictory. Yet, it is on this con- 
tention that many of those who practice 
and promote the radical types of surgical 
periodontal therapy rest their case. It is 
entirely without scientific support. The 
histologist who points to a section of tooth 
and periodontium which may reveal a 
sulcus of microscopic dimensions forgets 
that the shrinkage, in tissue fixation, of 
the soft tissues in such a specimen has 
much to do with the findings and that 
these must be viewed in the nature of an 
artifact. 

The question of the dimensions of the 
normal gingival sulcus naturally leads 
one to a consideration of a commonly 
and loosely used term in connection with 
periodontal disease; namely, “pocket.” 
The originally intended definition of the 
term “pocket” is a sulcus pathologically 
deepened by periodontal disease and in 
the tissues of which disease still prevails. 
Many observers designate certain sulci as 
“pockets” on the basis of depth alone and 
without regard for the absence or pres- 


Fig. 4.—Bone resorption in chronic periodontitis 
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ence of actual evidence of periodon: 
disease, such as the symptoms of infla: 
mation, and so forth. This loose use 
the term “pocket” is most unfortuna 
and confusing, so much so that its d 
card from our periodontal vocabula 
appears warranted. On the basis of dept! 
alone, one might well ask the question 
When does a normal sulcus become 
“pocket”? The question does not lend 
itself to an acceptable answer. Most un- 
fortunate is the contention by some that 
the selection of radical methods of sur- 
gical periodontal treatment is justified b 
the presence of a “pocket”—a vagu 
structural entity of which a generally a: 
ceptable definition or description doc: 
not exist. 


Appraisal of Clinical Evidence 


A very serious weakness in the denta! 
literature and profession is evident in con- 
nection with the appraisal of clinical evi- 
dence concerning results of various treat- 
ment programs. Among other things, thi 
has lead to the promotion and perpetu 
tion of many worthless treatment pri 


Intact. osteoblasts in lacunae evidence vitali 
of bone being resorbed 


= 
2 
4 
i 
3 
=, 
ts 
‘ 


Periodontal deformity following 


Fig. 

oingivectomy for treatment of chronic puru- 

ent periodontitis involv:'ng mandibular cen- 
tral incisor 


grams, chiefly in the field of drug therapy 
in periodontal practice. 

The objective evalution of clinical evi- 
dence concerning the efficacy of treat- 
ment is most difficult. The reasons for 
this difficulty should be clearly under- 
stood. It rests, in part, on several princi- 
ples in pathology. For instance, no disease 
process ever remains constantly fixed. It 
is impossible to forecast accurately the 
exact course which a given disease proc- 
ess, especially an acute one, will take 
hour by hour or day by day. The influ- 
ence of a given treatment on the course 
of a disease process, therefore, cannot be 
judged accurately by simple observation. 
[his is particularly true of all non-fatal, 
icute, inflammatory processes, both in- 
fectious and noninfectious, since these 
axiomatically resolve themselves, in due 
time, completely or to a state of chronic- 
itv. Acute periodontal diseases are no 
exceptions to this axiom. For example, 
the fact that a patient with acute perio- 
dontal disease is subjected to a remedy 
which may be followed by a subsidence 
of acute symptoms is not proof that the 
applied remedy has merit and contrib- 
uted to the patient’s improved or more 
comfortable status. Before this can be 
established several other facts must be 
ascertained to prove that the remedy al- 
tered the natural course of the acute 
disease. Another consideration to bear in 
mind is that when several remedies are 
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applied simultaneously in the treatment 
of a disease no one remedy may be 
termed meritorious unless it first has 
been compared singly with an established 
control. These principles are abused 
notoriously by many who present the 
“clinical report” type of testimonial in 
support of various treatment programs, 
chiefly those involving the use of drugs. 
In the realm of periodontal therapy, 
most of these articles in recent years 
have dealt with the treatment of acute 
necrotizing periodontal disease. The post 
hoc type of testimony which they present 
is without scientific merit. 

There are several basic methods by 
which therapeutic success may be judged 
accurately. In cases in which the “aver- 
age’ course of a disease process is es- 
tablished, remedies may be judged by the 
manner in which this course is altered 
in a large and statistically significant 
number of cases. Again, a large number 
of patients may be observed through the 
course of a disease without treatment 
and an equally large number of com- 
parable patients may be observed com- 
paratively while under a given treatment. 
A statistical analysis of comparative 
observations may reveal the value of the 
applied remedy. A more critical method 
is the use of one or several remedies and 
a placebo on a comparative basis, with 
none of the agents used in the study dis- 
tinguishable by those making the observa- 
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Fig. 6.—Two cases showing gingival deformities following treatment of acute necrotizin 
gingivitis. Acute stage resolved to chronic level with results deemed unsatisfactory because 
resultant deformities characteristic of natural course of the disease 


tions. This has been designated as the 
“blind test” and has great merit. In the 
instance of oral diseases in which com- 
parable lesions prevail bilaterally, the 
lesions on one side of the mouth may 
serve as controls while those on the 
other side may serve as the experimental 
lesions. Such a program offers identical 
factors, both local and systemic, for the 
control and experimental lesions except 
for the therapeutic factor which is under 
study. It is an excellent basis for objective 
study of treatment programs. Photo- 


graphic records are most valuable as a 
means of presenting evidence obtained 
by this method. 

Judgment of a treatment program on 


the basis of the number of treatment 
or days required for the acute symptom 
of a disease to subside, without know/l- 
edge or comparative data as to what 
would have been the time requirement 
for this phenomenon to occur without 
any treatment, is scientifically unsound 
A critical student of therapy is unim 
pressed by this type of report of which 
there are many in the dental literatur 
and which are cited repeatedly in sup 
port of various treatment programs. 
Among the several criteria which ma 

be used in the evaluation of various pr« 
grams of periodontal therapy probab! 
the most valuable has received the mo 
scant attention. It is the appraisal 


Fig. 7.—Evidence of comparative resu 
following treatment of acute necrotizing gi! 
givitis by two methods, one for each sid 
Disease involvement was of equal intens: 
and extent on both sides. Case treated 
penicillin lozenges with right side only havir 
immediate debridement therapy. Note th 
gingival papillae were preserved on rig 
side. Since deformities characteristic of ! 
natural course of the disease developed 
left side, doubt must be exercised regardin 
efficacy of treatment afforded this area 
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periodontal deformity and crippling pre- 
vailing at the end of a given treatment 
program. This factor is an important 
consideration not only in cases of chronic 
periodontitis treated by the various surgi- 
cal technics but also in cases of acute 
necrotizing periodontal disease in which 
the deformities resulting under many 
therapeutic programs parallel in extent 
those which develop in the natural course 
of the disease processes. A treatment pro- 
cram that does not alter the natural 
course of a disease to the point of pre- 
venting or minimizing the deformities 
that occur in the natural course of the 
disease can have little, if any, real merit. 
This is particularly true of the so-called 
drug treatments of acute necrotizing 
periodontal disease, especially the caus- 
tic agents such as chromic acid. Evidence 
on this point presented in photographs 
tells a convincing story and constitutes 
the most valuable of all the criteria for 
the evaluation of treatment methods 
(Figs. 5 to 7). We need more of such 
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scientific evidence instead of the volumes 
of testimony. 


Summary 


This discussion was prompted by a 
general observation that the rank and 
file of dentists need to be more critical 
of our literature and that our literature 
needs to be kept free of material which 
does not contribute to our scientific 
stature. An effort has been made to il- 
lustrate the importance: (1) of differ- 
entiating between opinion and scientific 
fact, (2) of the necessity of having an 
adequate knowledge of the basic premises 
on which current literature is de- 
veloped and (3) of the value of the sci- 
entific appraisal of clinical evidence. In 
the consideration of these problems, the 
issue of massage as a therapeutic method 
in periodontal therapy, the normal gingi- 
val sulcus and scientifically valid methods 
for the appraisal of clinical evidence 
have been discussed as illustrative ex- 
amples. 


Anachronism.—There has never in history been a shortage of money for the development and 
manufacture of weapons of war; there is and should be none now. The disproportion of mone- 
tary support for war and that available for healing and care is an anachronism in an 
era that has been described as the “enlightened age of the common man” by some observers. 
Che comparable cost of jet planes and hospital beds is too obvious for any excuse to be found 
for a shortage of the latter. I trust that these remarks will not be misunderstood. I believe 
that armament, including jet planes, is vital for the security of the republic, but adequate 
maintenance of standards of health and alleviation of suffering are equally vital, both from a 
practical point of view and from that of morale. All who took part in induction-board examina- 
tions during the war realize that the maintenance and development of national health is of as 
vital importance as the maintenance and development of armament.—Leo Alexander, “Medical 
Science Under Dictatorship,” New England ]. Med. 241:45 (July 14) 1949. 
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THE RELATIONSHIP OF OPERATIVE PROCEDURES 


TO THE HEALTH OF THE PERIODONTAL TISSUES 


B. O. A. Thomas, D.D.S., M.S., Ph.D., Seattle 


EVERAL years ago Bryan' remarked, 
“We must keep constantly in mind 
that the dental restorations we make 

have a twofold purpose: the restoration 
of the tooth or teeth to function and the 
protection of the supporting tissues from 
injury.” The same author further stated, 
“It is only necessary to examine carefully 
many restorations which at first glance 
appear to be acceptable fillings with good 
margins and beautiful finish to see plainly 
that they are doing more actual harm 
than good by failing to protect the soft 
tissues and alveolar process from harm.” 

The literature contains many articles 

condemning the results of inadequate or 
incorrect dental procedures. It is true 
that improper operative procedures are 
often responsible for pathologic changes 
in the dental tissues, but it also is true 
that proper restorations maintain or re- 
store the health of the tooth and its sup- 
porting structures. Leading operative 
dentists are well aware of the importance 
of good restorative dentistry. This is ex- 
emplified in a statement by Fee*: “Oper- 
ative dentists have a_ responsibility to 
meet in order to avoid continued criti- 
cism from their specializing colleagues, 
as well as from some of their own group. 
. . » We have been justly challenged for 
our failure to produce the type of dental 
work that we are capable of.” 

Figure 1 illustrates the excellent results 

which can be obtained in a difficult case 


through proper use of the best materials. 


Figure 2 shows some of the results of de- 
fective operative procedures. Improper 
contours and contacts, overhanging mar- 
gins, food impactions, caries and pocket 


formation are the results of such inferio: 
work. 

I believe it is time to interrupt the flow 
of articles which condemn the dentist fo: 
his poor restorative dentistry with a re- 
port concerning the good that can by 
accomplished by proper operative pro- 
cedures. For every poor restoration with 
improper contour, contact and marginal 
adaptation, for every abuse of the dental! 
tissues by separators, clamps, disks and 
strips, a careless operator is to blame 
For every beautiful and functional res- 
toration which restores and conserves 
the health of the tooth and its supporting 
tissues, a conscientious dentist, who is ap- 
plying his knowledge and skill in the best 
interests of his patient, deserves full credit 
Figure 3 shows the excellent results which 
can be obtained if a dentist gives atten- 
tion to every detail of procedure. Correct 
contours, contacts and proper gingival 
adaptation are evident. The dental pulp 
has been protected properly by careful 
control of cavity depth and use of 
cement base when necessary. 

This paper will not deal with the tech- 
nical details of dental operations, but 
rather with the reactions of the dental 
tissues to these operations. We will b 
interested particularly in the benefici 


School of Dentistry, University of Washington, 5 
attle, Washington. 

Read before the eighty-ninth session of the Ame 
ican Dental Association, Chicago, September 15, 194 
1. Bryan, A. W., Restorations Contributing to t! 
Injury of the Supporting Structures. J.A.D.A. 14:14 
Jan.) 1927. 

2. Fee, A. H., Contacts and Contours. 
7:1035 (July) 1940. 
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Fig. 1.—A mouth containing 24 class V gold 
fol restorations. Proper extension of cavity 
outlines and proper contours have resulted in 
a healthy condition of the gingival tissues. 
The cervical tooth structure had been de- 
stroyed by erosion. These restorations satisfy 
esthetic requirements because this patient does 
not expose the cervical portions of his teeth 
when speaking or smiling. (Courtesy Dr. Harry 
R. Potter, Los Angeles) 


effects resulting when proper dental 
treatment replaces lack of or improper 
treatment. 


Inflammation 


Inflammation is the most common re- 
action of tissues to unfavorable stimuli. 
Inflammation of the dental tissues is the 
same chemically and histologically as in- 
flammation elsewhere in the body. There 
occurs, very early, an increased perme- 
ability of the capillaries, with migration 
of neutrophile leukocytes to the site of 
injury. At this time the pH of the tissue 
fluid is alkaline (7.2 to 7.4), but as the 
acute stage progresses a local acidosis 
occurs (pH 6.8 to 6.9) and the neu- 
trophile leukocytes are replaced by mac- 
rophages. When the pH falls as low as 
6.5 all cells are destroyed and pus is 
formed. Menkin® feels that the early 
changes are due to a substance called 
leukotaxine. He believes that severely in- 
jured cells liberate necrosin, a material 
which causes a central necrosis of the 
tissues and an occlusion of the lymph 
vessels, thus inhibiting drainage of fluid 
from the area. Drinker and Yoffey* do 
not agree that the lymph vessels are oc- 
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Fig. 2.—Some undesirable effects of faulty 
dentistry. Even in the very deep cavities ce- 
ment bases have not been used for pulp pro- 
tection. Occlusal disharmonies result from 
improper contours and contacts. Food impae- 
tion and marked gingival overhangs have led 
to destruction of periodontal tissues and the 
development of periodontal pockets. Recurrent 
caries is present in three of the teeth. Female 
patient, age 28 years 


cluded, but rather account for the swell- 
ing as being due to the fibrinous char- 
acter of the exudate and the inability of 
large serum globulin particles to pass 
through the lymph capillaries. 

As dentists, we are well acquainted with 
the clinical symptoms of redness, swell- 
ing, heat and pain, associated with in- 
flammatory lesions. With the elimination 
of the causative factors and the institu- 
tion of proper therapy, inflammation 
usually subsides and the tissues return to 
normal. If the etiologic factors are not 
removed, a chronic inflammation will de- 
velop in the periodontal tissues. Chronic 
periapical inflammation, according to 
Kronfeld,® “is characterized by the pres- 
ence of a chronic osteitis with the trans- 
formation of periodontal membrane and 
alveolar bone into granulation tissue.” 
Healing in this case is a much slower 
process than following an acute inflam- 
mation. 
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Reactions of the Dental Tissues 


Enamel.—Enamel does not contain cells 
and undergoes little significant metabolic 
change once it has been formed and cal- 
cified. Some investigators believe enamel 
continues to calcify for some time after 
the tooth has erupted into the oral cavity. 
It is evident that enamel has no defensive 
mechanism against inflammation or in- 
fection. 

Two points of great importance in 
proper cavity preparation so far as the 
enamel walls are concerned are: (1) the 
extension of enamel margins into so- 
called “self-cleansing areas,” and (2) the 
cutting of cavity walls so thaf there are 
no undercut enamel rods and all rods rest 
on sound dentin. 

The finishing of restorations is of ex- 
treme importance and all surfaces and 
margins should be polished smoothly 


without any excess of filling material. 


Dentin.—This tissue contains no cell 
bodies, but includes the protoplasmic 
processes of the odontoblasts of the den- 
tal pulp. The changes which have been 
described as a vital response of the dentin 
to dental caries or other peripheral irri- 
tation depended on the activity of cells of 
the dental pulp. These changes include 
hypercalcification, protective metamor- 
phosis® or “dead tracts,” secondary dentin 
and irregular dentin. 

The dentin is of importance to opera- 
tive dentists chiefly because: (1) it serves 
as a resilient base for the overlying 
enamel; (2) the health and vitality of the 
dental pulp depends on the protection 
offered by intact overlying dentin; (3) 
the bulk of the cavity preparation rests 
in the dentin. These are more than 
enough reasons to justify use of the great- 
est care when operating in the dentin. 


Dental Pulp.—This loose fibrous connec- 
tive tissue is extremely vascular and is 
well supplied with nerves. It is sen- 
sitive to traumatic, bacterial, thermal, 
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chemical and electrical stimuli. The pulp 
may be secondarily involved in inflam- 
matory processes. Leonard’ says, “Where 
stresses are introduced suddenly, as by the 
insertion of an overhigh filling or crown, 
the periapical irritation may involve the 
pulp to create symptoms of pulp hyper- 
emia, pulpitis and even pulp death.” In- 
flammation in the dental pulp (pulpitis) 
is identical with inflammation in other 
connective tissues with the exception that 
the pulp is confined within the relatively 
unyielding walls of the dentin. This does 
not allow the swelling which accompanics 
inflammation to occur in the dental pulp 
As fluid increases in the pulp, pressure is 
built up and necrosis of the pulp tissue 
results unless the inflammatory process is 
interrupted at an early stage. Once defi- 
nite pulpitis develops, the changes are 
practically irreversible and loss of pulp 
vitality results. 

The passage of bacteria or toxic prod- 
ucts from an infected or necrotic dental 
pulp through the apical foramen of the 
tooth and into the periapical region of 
the supporting tissues results in apical 
periodontitis which may involve a con- 
siderable portion of the supporting struc- 
tures. The avoidance of undue operative 
trauma to the dental pulp is of utmost 
importance in producing consistently sat- 
isfactory restorations. It does not require 
a great deal of experience to teach us that 
the greater respect we have for the dental 
pulp in our operative procedures the less 
often we will come to grief in our results 


Cementum.—The resorption of cementum 
of permanent teeth is considered a 
pathologic process although it occurs fre- 
quently. When stresses are brought to 
bear on the periodontal membrane, pres- 
sure on the cementum is either increased 
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or decreased. If the increase of pressure 
is beyond the tolerance limit of the tis- 
sues, resorption begins which may involve 
only the alveolar bone or both bone and 
cementum. An example of bone and 
cementum resorption is seen in Figure 4. 
Anything that will act to concentrate 
excessive forces in the periodontal tissues 
will cause resorption. This includes such 
things as acute trauma; a dental restora- 
tion which interferes with the occlusion; 
and teeth which are rotated, tilted 
otherwise in traumatic occlusion. If the 
causative factors are removed, the ce- 
mental defect is usually repaired by the 
deposition of new cementum. Figure 5 
illustrates such repair of the cementum 
following resorption. However, excessive 
forces apparently have been reintroduced 
and the resorption process has begun 
again. 

Sudden trauma, such as that produced 
by a blow, excessive or incorrectly di- 
rected forces used in condensing gold foil, 
or excessive separation of teeth by a 
mechanical separator, may cause a por- 
tion of the cementum to be torn away 
from the dentin as shown in Figure 6. As 
Gottlieb* has said, “The periodontal 
fibers were more firmly connected to 
these pieces of cementum than were those 
pieces attached to the neighboring sec- 
tion of the root of which they originally 
were a part.” Coolidge® observed, “A 
tooth with a weakened alveolar support is 
more susceptible to fracture of the ce- 
mentum than one with a normal sup- 
port.” Hine’® recently has called our at- 
tention again to the possibility of frac- 
turing the cementum by using excessive 
forces in dental operations. There has 
been sufficient emphasis on this matter 
and the conscientious operator will avoid 
the use of forces which cause unnecessary 
damage to the supporting dental tissues. 


Gingivae and Epithelial Attachment.—The 
gingival tissues are in a vulnerable posi- 
tion, being so situated that they are in 
contact with everything taken into the 
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Fig. 3.—lilustrates the excellent condition of 
the supporting tissues in relation to fine dental 
restorations. Note the level of the alveolar 
bone. Close attention was given to every de- 
tail of fine operative procedure. A cement 
base was used for pulp protection where in- 
dicated. Proper occlusal and proximal con- 
tours and contacts were restored. Marginal 
adaptation is excellent. Female patient, age 38 
years. (Courtesy Dr. Gerald D. Stibbs, Seattle) 


mouth and with almost every restoration 
which includes the cervical portion of the 
tooth. Merrifield’ emphasized this vul- 
nerability when he said, “There are so 
many conditions that may cause slight 
inflammations of the gingivae that it is 
almost impossible to enumerate them 
all.” Local factors which cause gingival 
inflammation include dental caries, food 
impaction, occlusal trauma, faulty den- 
tistry, lack of proper oral hygiene and 
many others. According to Spalding,'* 
“The prevention of gingivitis may in 
some instances consist of so simple a pro- 
cedure as the conscientious finishing of 
borders of plastic fillings; the prevention 
of food impaction; providing proper con- 
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Fig. 4.—Portion of the proximal surface of a 
human bicuspid tooth and periodontal tis- 
sues at the level of the alveolar crest (cervical 
third of root). Resorption of cementum (CR) 
and alveolar bone (BR) is evident. D=dentin; 
C—cementum; AB=alveolar bone crest; PF= 
periodontal membrane fibers. Photomicrograph 
(X 60, reduced to about X 412) 


tact and contour for restorations, etc.” 
Aiguier™ says, “Any overhang will even- 
tually cause destruction of supporting 
tissues.” These statements indicate that 
where improper dental work is responsi- 
ble for gingival disease, its early replace- 
ment by proper restorations is imperative 
if more serious periodontal involvement 
is to be prevented. 

The great clinical importance of the 
epithelial attachment to the surface of 
the tooth has become increasingly appar- 
ent during the past dcade or two. Bo- 
decker and Applebaum™ have stated, 
“The forcible tearing away of the gin- 
givae from the cervices of the teeth dur- 
ing operative procedures can open a path 
for infection to penetrate to the under- 
lying connnective tissues.” Gottlieb’® 
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claims that both gingival recession and 
pocket formation depend on a condition 
of the cementum which he calls “cement- 
opathia.” He feels that the continuous 
deposition of cementum acts as a barrier 
to the downgrowth of epithelium along 
the root. When new cementum ceases to 
be deposited, epithelium is able to grow 
over the surface of the cementum as peri- 
odontal fibers lose their attachment to the 
old cementum. Irritation and infection 
of the tissues stimulate this epithelia! 
downgrowth, as illustrated in Figure 7 

It is of prime importance, therefore, 
that all local irritating factors be elimi- 
nated in order to prevent further gingival 
recession or deepening of the periodontal 
pocket. This may require the removal of 
calculus, the placing of a restoration in 
a carious tooth or the replacement of a 
faulty filling, and the employment of a 
thorough program of mouth care by the 
patient. 

In the great majority of instances gin- 
givitis can be eliminated and the tissues 
returned to a relatively normal condition. 
The fact that this is not accomplished 
more often is an indictment of the den- 
tist, the patient, or in many instances 
both dentist and patient. The dentist 
must be responsible for doing the neces- 
sary restorative work and for teaching 
the patient the proper methods of mouth 
care. Once taught these methods, it is 
the patient’s responsibility to see that they 
are carried out properly and regularly 


Periodontal Membrane.—This structure 
consists chiefly of heavy bundles of dense 
collagenous fibrous tissue between which 
ramify numerous blood and lymphatic 
vessels and nerves supported by a limited 
amount of delicate connective tissue. The 
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same defensive cells are found in the 
periodontal membrane as in other con- 
nective tissues of the body. 

Inflammation and infection may be 
initiated in the periodontal membrane: 

1) as an extension from inflamed over- 
lying gingival tissues, (2) from an in- 
fected dental pulp via the apical foramen, 
(3) as a result of traumatic forces applied 
to the clinical crown of the teeth, or (4) 
through the bloodstream. Large open 
carious cavities involving the proximal 
surfaces of teeth provide the first and sec- 
ond of these routes for the initiation of 
periodontitis. As a result of the impaction 
of food and debris against the gingivae, 
irritation occurs and, unless this is cor- 
rected, gingivitis and periodontitis de- 
velop. The same result may occur follow- 
ing the placement of a poorly contoured 
filling which is not well finished and does 
not restore normal contact. In _ these 
cases a proper dental restoration is the 
most important single factor in eliminat- 
ing the existing gingival and periodontal 
inflammation. 

Where caries has resulted in death of 
the dental pulp, with involvement of the 
periodontal structures via the apical 
foramen, the dentist is faced with two 
alternatives: (1) extraction of the tooth, 
or (2) treatment of the infected area so 
as to eliminate the infection and retain 
the tooth in useful function. Properly 
executed endodontia requires as pains- 
taking technic as any other phase of 
operative dentistry. 

The periodontal membrane is able to 
withstand rather excessive forces for short 
periods of time, provided the pressure is 
not great enough to crush the membrane 
between the cementum and _ alveolar 
bone. Clinically this may be illustrated 
by the use of the mechanical separator. 
So long as the teeth are not separated 
more than the thickness of the periodon- 
tal membrane will allow,’ the resulting 
irritation is minimal and of short dura- 
tion and recovery is complete. For this 
reason the competent operator employs 
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the minimum of separation for the least 
possible time. 

When excessive forces are brought to 
bear on the tissues of the periodontal 
membrane, tearing of the tissues, hemor- 
rhage and necrosis may result. Although 
repair usually occurs, infection may de- 
velop and the tooth be lost. We know 
that the forces employed in seating 
bridges and inlays, in malleting gold foil 
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Fig. 5.—Portion of proximal surface of hu- 
man molar tooth and periodontal membrane 
at level of the middle third of the root. Repair 
of resorbed cementum is evident. The —- 
tion process (RI) had penetrated through the 
cementum (C) to the surface of the dentin 
(D). Repair (CR) of the defect by cellular 
cementum has almost restored the original 
thickness of the cementum, but some excessive 
stress had induced a recurrence of the resorp- 
tion process (R2). PM = periodontal mem- 
brane. Photomicrograph (X 120, reduced to 
about X 83) 
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Fig. 6.—Portion of the proximal surface of a human maxillary incisor and adjacent tissues at 
cervical third of root. Cementum fracture has occurred and two detached pieces of cementum 
(DC) are visible, still firmly attached to embedded periodontal membrane fibers. (Additiona 
pieces of detached cementum are seen at slightly different levels from this section). Connective 
tissues (CT) of the periodontal membrane have grown into the cemental defect but a deposit 
of new cementum into the defect has not yet begun. D = dentin; C = cementum; EA = base 
of the epithelial attachment of the gingiva; PF = periodontal membrane fibers; I = inflam 
mation of periodontal tissues. Photomicrograph (X 80, reduced to about X 72) 


restorations and in separating teeth may Alveolar Bone.—Alveolar bone is the most 
be excessive in some instances. However, _ plastic of the calcified dental tissues. Thi: 
we certainly must not overlook the fact is readily understood when one recalls 
that careful, meticulous operative pro- the very active bone resorption and bon 
cedures do not often result in the loss of apposition which occur during orthodon 
teeth. tic treatment. These changes are not lim- 
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Fig. 7.—Portions of the proximal surfaces of two teeth and the interdental tissues, at the cer- 

vical third of the root. The open carious cavity (CC) and calculus (CA) have resulted in gin- 

gival inflammation (G1) and periodontal pocket formation (P). D = dentin; C = cementum; 

EA = epithelial attachment of the gingiva; CT = gingival connective tissues. Photomicrograph 
(X 50, reduced to about X 39) 


ited to the juvenile period, as is evident 
when one considers the constant “mesial 
drift” of teeth as a result of wear at the 
contact areas, and the tilting of a tooth 
after its neighbor has been removed. 
Any condition which causes excessive 
forces to be brought to bear on the perio- 
dontal tissues will initiate resorption of 
the alveolar bone. If these forces are not 


too severe, bone resorption allows the 
periodontal tissues to become readjusted 
in relation to the tooth and a more or 
less normal condition is again achieved. 
When abnormal forces are excessive, the 
alveolar bone and cementum may be 
forced into contact, crushing the peri- 
odontal membrane between them. The 
resulting local necrosis of the membrane 
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makes impossible the usual method of 
bone and cementum resorption in that 
area. Gottlieb" states, “Such damage at 
a point distant from the epithelial attach- 
ment is not irreparable and may be re- 
stored to normal at any future time by 
removal of the contacted bone by rear 
resorption and the deposition of new 
cementum.” 

The studies of Weinmann" concerning 
the progress of gingival inflammation into 
the supporting structures revealed that 
the inflammatory process followed the 
course of the blood vessels into the bone 
marrow spaces on the periosteal side of 
the alveolar bone. First the supporting 
bone is resorbed and then the lamina 
dura. The fatty marrow is replaced by 
fibrous marrow. Weinmann says, “The 
effect of gingivitis on the supporting 
structures is interpreted as osteitis.” 

As a result of the constant proximal 
and occlusal wear of teeth and the con- 
tinuously changing occlusal stresses to 
which teeth are being subjected, alveolar 
bone is always being resorbed or de- 
posited. When stresses become excessive, 
however, bone resorption may proceed 
more rapidly than is consistent with the 
building of normal osteoid tissue on the 
opposite side of the tooth. In these cases 
the tooth loosens and may even be lost. 

When the dentist realizes the untoward 
effects of occlusal trauma on the alveolar 
bone, he will do everything he can to 
prevent occlusal disharmonies. Further, 
when he is aware of the pathology which 
may develop in the bone as an extension 
of gingival inflammation, he will place 
more emphasis on the elimination of 
gingivitis. 


Discussion 


Tremendous progress has been made 
during the past century in the develop- 
ment of technical dental procedures, den- 
tal materials and the treatment of patho- 
logic conditions of the oral cavity. 
Scarcely a year passes without the dis- 
covery of a material, method or treat- 
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ment which promises to revolutionize 
some phase of dentistry. Some of these 
prove to be of real worth and become 
valuable additions to our armamentaria. 
Yet the majority of such discoveries 
shortly are forgotten, having been tried 
and found wanting. 

What does this mean to us? It means 
that there is no easy way to restore in- 
jured teeth to health, no substitute for 
careful attention to those details which 
result in fine, functional dental restora- 
tions. No material used in dentistry is 
better than the result obtained with it. 
The inexcusable mishandling of silve: 
amalgam shown in Figure 2 is not an 
indictment of the material, but rather of 
the careless operator. Beautiful restora- 
tions such as shown in Figures 1 and 3 
are a source of satisfaction to all of us. 

Of what value is it for the dentist to 
understand the histology and pathology 
of the dental tissues? None at all, cer- 
tainly, unless he applies his knowledge in 
clinical practice. The interpretation of 
clinical findings on the basis of the under- 
lying pathologic conditions results in 
more rational treatment. As an example, 
a loosened carious tooth may be indicated 
for extraction by the dentist who sees 
only the clinical symptom of looseness. 
The well informed clinician, on the other 
hand, interprets the symptom of looseness 
on the basis of roentgenographic evidence 
of periodontal membrane changes, bone 
loss and periapical conditions, plus clin- 
ical examinations which include a pulp 
test, determination of caries depth, study 
of occlusal and proximal surface rela- 
tions and a check on the depth of the 
gingival crevice (periodontal pocket). A 
check-up of the general systemic condi- 
tion of the patient also may be indicated 


17. Gottlieb, B., Traumatic Occlusion and the Rest 
Position of the Mandible. J. Periodont. 18:7 (Jan) 


1947. 
8. Weinmann, J. P., yo of Gingival Inflam 
into the ing Structures of the Teeth 
J. Periodont. 12:71 (July) 1941. 


530 
| 


Thomas 


By correlating all his findings, the den- 
tist determines what is the proper treat- 
ment for the particular case. The patient 
has an infinitely greater chance of retain- 
ing teeth which are properly restored 
after such thorough diagnostic proce- 
dures. 

The time to prevent pathologic changes 
in the supporting tissues is before they 
occur. That is the reason we are putting 
such emphasis on the proper dental treat- 
ment of children and young adults. Black- 
well®® stressed this when he stated, “Res- 
torations intended to be permanent 
should be made for the young patient as 
soon as is practicable. Temporizing with 
cements may be necessary at times but 
often leads to loss of contact, injury to 
gingivae, drifting of teeth and general 
derangement of the natural dentures.” 
Swendiman” gave similar warning 
against temporary fillings which fail to 
give proper protection to the interprox- 
imal tissues. 

In many cases we are unable to insti- 
tute treatment before damage has oc- 
curred. In these instances, of course, 
treatment should be started as early as 
possible in order to give the tissues the 


greatest chance of recovery. In all in- 


flammatory and infectious processes, the 
final outcome depends on a number of 
factors. Most important, perhaps, are the 
potency of the etiologic factors, the re- 
sistance of the tissues and the length of 
time the causative agents act on the tis- 
tues. When too much tissue is destroyed, 
whether it is dentin, periodontal mem- 
brane, or alveolar bone, the damage is 
irreparable and the tooth is lost. 

There are three stages in restorative 
dentistry which influence the outcome 
of any dental operation. These are: (1) 
preoperative check-up of existing condi- 
tions and treatment planning, (2) opera- 
tive procedures and (3) periodic post- 
operative examinations. 

1. The preoperative examination 
should include a careful study of the 
occlusal and contact relationships of the 
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individual teeth, so that occlusal dis- 
harmonies may be corrected before res- 
torations are made. This, of course, is not 
indicated in cases where the vertical di- 
mension is to be increased. A cardinal 
point to keep in mind concerning trau- 
matic occlusion is very well emphasized 
by Box’ who states, “The essence of 
traumatogenic occlusion however pro- 
duced—the thing that constitutes its par- 
ticular nature and makes it what it is— 
is overstress in the periodontal mem- 
brane.” The relief of this overstress in the 
periodontal tissues of all teeth is our 
prime objective in the correction of oc- 
clusal disharmonies. 

The removal of calculus or other for- 
eign material from the teeth and the 
elimination of gingivitis also should be 
routine procedures. Better restorations 
will result when the work is done in 
a clean mouth where swollen, bleeding 
gingivae are not present to interfere with 
our efforts. 

2. During cavity preparation care must 
be exercised so as to cause a minimum 
of injury to the tooth and its surrounding 
tissues. The avoidance of heat when using 
rotating instruments, the use of sharp cut- 
ting instruments and the proper control 
of disks, strips, clamps, separators, and 
other instruments, will do much to in- 
crease the life span of the tooth. The 
rubber dam, when used properly, saves 
considerable time and is not uncomfort- 
able to the patient. 

The success of any restoration also will 
depend on the attention given to the re- 
placement of lost tooth structure. Proper 
contours, contacts and margins and a 
final polishing of the entire restoration 
are essential to a satisfactory finished 


product. 
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3. Our interest in a restoration should 
not end when the final polish has been 
done. Careful examination of all restora- 
tive work should be made at regular 
intervals. Such check-ups may reveal re- 
current or new carious lesions, occlusal 
disharmonies resulting from shifting of 
teeth or unequal cuspal wear, and in- 
juries or infections of the periodontal 
tissues. By such attention to details we 
can prevent the unnecessary loss of teeth 
and keep our patients from developing 
into dental cripples. 


Summary 


The great majority of dentists in this 
country are capable of producing excel- 
lent dental restorations. The reproduc- 
tion of proper proximal and occlusal 
contours, contacts, sluiceways, and the 
careful finishing and polishing of all sur- 
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faces and margins will do a great deal to 
prevent the development of inflammatory 
changes in the supporting tissues. 

The reactions of the different dental! 
tissues to abnormal stimuli and the fact 
that these tissues so often recover from 
pathologic involvements make the re- 
storative work of the dentist more often 
successful than would otherwise be pos- 
sible. 

In many cases of gingivitis and peri- 
odontitis the proper restoration of carious 
teeth, the replacement of faulty fillings 
and the correction of occlusal disharmo- 
nies result in the elimination of local 
disease and the prevention of further tis- 
sue destruction. Periodontists are well 
aware of the critical importance of 
proper restorative dentistry in the con- 
tinued health of the periodontal struc- 
tures. 


TEMPOROMANDIBULAR JOINT DISEASES: 


DIFFERENTIAL DIAGNOSIS AND TREATMENT 


Irvin J. Brussell, D.D.S., M.S.D., St. Paul 


divided into three parts: 
1. Pain Syndromes and Syndrome 
Complexes. 

2. Limitation of Motion and Arthritis. 

3. Atypical Neuralgias and Pain Re- 
flexes. 

The statistical data and findings are 
based on an analysis of histories and 
treatment of 350 patients who had ex- 
tensive temporomandibular joint diseases 
of long standing. Medical and dental in- 
vestigators have made constructive con- 


|’: subject matter of this article is 


tributions to the analysis of symptoms and 
symptom complexes of the temporoman- 
dibular joint and their causes. Most men 
in the healing professions have been con- 
fronted by patients with temporomandib- 
ular joint disturbances. While many are 
familiar with the associated clinical symp- 
toms and some are able to recognize the 


Read at the eighty-eighth session of the American 
Dental Association, Boston, August 7, 1947. 
Clinical Instructor in Exodontia and Dental Oral 


U of Minn H U 
(1946-1947), 


| 

| 


Brussell 


subjective and reflex conditions, few men, 
if any, in either profession possess all the 
scientific knowledge necessary to under- 
stand and differentiate clearly the symp- 
toms and symptom complexes resulting 
from anatomic derangement and im- 
paired functions of the temporomandibu- 
lar joint. The difficulty arises that the 
clinical abnormalities, together with the 
necessary treatments and _ corrections, 
overlap the dental and medical fields of 
service, 

To make an accurate differential diag- 
nosis, formulate a plan of procedure and 
execute the treatments necessitates: (1) 
a profound knowledge of the basic 
sciences, (2) ability in differential diag- 
nosis, (3) sufficient clinical experience 
for accurate application of the biome- 
chanical phases of every field of dentistry 
and (4) a knowledge of the most recent 
therapeutic agents and their application. 


Pain Syndromes and Syndrome Complexes 


Goodfriend,"*? Reisner,* Maves* and 
many other investigators have concluded, 
by their anatomic, histologic, roentgeno- 
graphic and clinical data, that progres- 
sive dental occlusal abnormalities and 
muscular imbalance cause diseases of the 
temporomandibular joint. These dental 
derangements and myofunctional dis- 
harmony in turn influence and alter the 
anatomic arrangement of the temporo- 
mandibular joint, resulting in local symp- 
toms and associated reflexes. These 
symptoms are characterized by crackling, 
noisy, painful, jerky and limited or ex- 
cessive movements of the condyles during 
the opening, closing and masticating 
movements of the jaw. 

The symptoms are localized in the 
joint in the early stages and later progress 
both in area and intensity as the altera- 
tion and pathogenesis continue. The ini- 
tial indications—noise, jerky movements 
and crepitus—may be tolerated for a 
long while, and not until severe symp- 
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toms occur, such as pain and limitation 
of motion, do people seek attention. 

Bauer,® reported his microscopic find- 
ings of the study of the temporomandibu- 
lar joint of 5 cadavers. His findings are 
of significance because he had an oppor- 
tunity to watch and examine the patients 
clinically before death. He compared the 
clinical histories with the postmortem 
microscopic findings and found that, be- 
cause of the accommodation of the joint 
to pathologic function, morphologic al- 
terations had occurred even to the degree 
of a complete destruction of the disk, and 
yet they were not associated with any 
marked local or reflex symptoms (Fig. 1). 

Symptoms involving the temporoman- 
dibular joint are not uncommon. The 
writer's examination of 76 nonselected 
persons comprising members of the 1938 
senior dental class of the University of 
Minnesota, revealed that 63 per cent of 
those examined had two or more clinical 
progressive symptoms involving the joint. 
Most recent study and analysis of the 
data on 85 members of the 1947 senior 
dental class, revealed that 57 per cent 
had two or more clinical symptoms in- 
volving the temporomandibular joint. 

The examination of 50 children be- 
tween the ages of 10 and 14 years with 
malocclusion necessitating orthodontia 
revealed that 18 (36 per cent) had at 
least two symptoms involving the joint, 
which were characterized by crepitus and 
luxation in one or both joints with the 
beginning of jerky movements of the 
mandible on opening widely. 


1. Goodfriend, David J., Symptomatology and Treat- 
ment of Abnormalities of the Mandibular Articulation. 
J.A.D.A. 21:204 (February) 1934. 

2. Goodfriend, David J., The Role of Dental Factors 
in the Cause and Treatment of Ear Symptoms and 
Disease. D. Cosmos, 78:1292 (December) 1936. 

3. Riesner, S. E., Temporomandibular Reaction to 
Occlusal Anomalies. /.4.D.A. and D. Cosmos. 25:1938 
(December) 1938. 

. Maves, Theodore, W., Repositioning of the Man- 
dible Relative to the Temporomandibular Joint Cor- 
recting Cases of Subarthrosis and Dysarthrosis. J.4.D.A. 
22:763 (May) 1935. 


5. Bauer, W. H., Osteo-arthritis Deformans of the 
Temporomandibular Joint. Am. J. Path., 17:129 
(January) 1941. 
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Fig. 1.—Lateral view of the mandibu 
lar joint 


Left: Medial view of the mandibular joint. Right: Sagittal section through the condyle of jaw 
to show the two synovial sacs and the articular disk 


Left: Variety of movements increased in the pathologic temporomandibular joint. With molar 

support gone, condyle is brought upward against meniscus, forward against articular eminence, 

or backward against tympanic plate. Center: Section through mandibular joint in a cadaver 

specimen demonstrating the effect of uncontrolled movement of the condyle in the edentulous 

mouth. The bone has undergone pressure atrophy, excavating the glenoid cavity. Right: Tem- 

poromandibular articulation. Position assumed by articular structures when full molar support 
is afforded (mesial aspect). No pressure is exerted on the meniscus by the condyle 


t 
| 
— 
Medial portion 
of capeule 
| 
| 
| 
| ; 

)\ Articular eminence \ 

( 
Pastenor portion ot 
Ma easter | 


bu- 


Brussell 


A numerical index revealing the per- 
centage of persons showing signs of con- 
genital tendencies or environmental in- 
fluences causing temporomandibular joint 
weaknesses, and their effects on the intra- 
oral mechanism, would be constructive 
information and profoundly interesting 
to correlate. 

In the typical patient with temporo- 
mandibular disability, more pronounced 
and advanced stages of malocclusion, 
muscular imbalance and resultant de- 
generative and alterative changes are ap- 
parent. These conditions usually are 
characterized by, and associated with, 
the following symptoms: 


A. Objective symptoms localized to 
the joint (occurring singly or in com- 
bination ) : 


1. Crackling, grinding, noise, jerky 
motions and trauma. 

2. Inflammation and induration. 

3. Tenderness on palpation. 

4. Luxation, subluxation and dis- 
location. 

The above syndromes are often as- 
sociated with limited or excessive 
movements. 


B. Subjective symptoms (pertaining to 
or perceived only by the affected per- 


son) : 


1. Pain most frequently involving 
the condyle, front and back of the ear, 
temporal region, side of neck, back of 
the head and the region of occipital 
protuberance. 

2. Less frequently, a neuritic pain 
in the maxilla, mandible, face or head, 
numbness and tingling of the palate 
and burning sensations of tongue and 
lips are observed. 

3. Bizarre, ticlike sensations of the 
lips, cheek, gums, salivary glands and 
throat are present in a relatively small- 
er group. 

4. Crepitus involving one or both 
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condyles always is present and may be 
present in combination with one or 
more of the previously enumerated 
symptoms. 


C. Local joint symptoms and reflexes 
(these include primary pain within the 
joint and a history of crackling or grind- 
ing noises of the joint in motion with the 
following reflexes) : 


1. Radiating pain to the ear, up- 
ward toward the temporal region and 
forward along the malar bone, and 
including the infra-orbital areas. The 
instillation of a few drops of an anti- 
pyretic solution in the external audi- 
tory canal repeatedly has relieved these 
symptoms. 

2. Pain radiating to the maxillary 
and mandibular teeth and mucous 
membrane. 


. 3, Tenderness in the region of the 


submaxillary gland. 

4. Pain radiating to maxillary and 
frontal regions, face and cutaneous 
areas of involved joint. 

5. Induration and edema with ten- 
derness to the touch in preauricular 
regions. 

6. Excessive pulsation of the tem- 
poral artery with firmness and slight 
swelling along the course of the artery 
in the temporal region. This condition 
was found in 7 patients with an acute 
limitation of motion. Probably this phe- 
nomenon of vasodilatation is based 
upon an imbalance of the parasympa- 
thetic nervous system and is often ap- 
parent in patients with temporal arter- 
itis, and probably not caused by the 
temporomandibular joint disability. 

7. Periodic sensation of severe pain 
in the back and top of the head and 
deep in the cranium. 

8. Acute inflammation and limita- 
tion of the mandible. 

These enumerated reflexes, together 
with pain in the joint, often result in 
emotional disturbances. 
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D. Ear symptoms: 


1. Pain in the ear upon moving the 
jaw. 

2. Pain radiating to the mastoid 
area and to superficial cutaneous post- 
auricular and cervical areas. 

3. Stuffiness and sensation of full- 
ness or blocking in ear (more marked 
at meal time). 

4. Ringing or buzzing noises (low- 
buzz type). 


E. Reflex symptoms along the fifth 
nerve branches: 


1. Sharp, shooting (atypical ticlike) 
pain to the maxilla and mandible 
(deep in the bone). This often is con- 
fused with true trigeminal neuralgia. 

2. Dull, bizarre pain localized to a 
few teeth or a tooth. 


3. Unilateral pain or burning sensa- 


tion in the tongue, lips, palate and 
throat. 
4. Salivary changes: increased, de- 
creased secretion or ropy consistency. 
5. Severe headaches and eye strain 
(pain above the eyes). 


Limitation of Motion and Arthritis 


The temporomandibular joint, because 


of its unique anatomic structure and 
highly specialized, complicated functions 
is different from any other joint in the 
body. Because of trauma within this 
joint, primary and progressive symptoms 
may result from reactions in the synovial 
membrane, the articular cartilages, the 
capsule and the disk. These symptoms 
may include crepitus, pain, swelling, pos- 
sible muscular spasm and limitation of 
motion. Roentgenographic findings may 
be negative in the early stages of arthritis 
of the joint of the jaw even though artic- 
ular pain and slight swelling may be 
present. However, as the degeneration 
progresses and with the chronic recur- 
rences of the above symptoms, roentgen 
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rays often may give evidence of osteo- 
porosis, decrease of the articular space, 
relative changes in the bone contour 
with evidence of erosion and projection 
of bony spicules. 

The degeneration of the articular 
joint cartilages and the disk give rise to 
inflammatory changes clinically apparent 
by (1) pain and tenderness, (2) indura- 
tion and swelling and (3) limitation and 
functional disabilities resulting in osteo- 
arthritis deformans which is a chronic, 
noninfectious, proliferative inflammation. 

Pain, limitation of motion and im- 
paired function are the main clinical 
features of degenerative diseases of the 
joint of the jaw. No increase in the size 
of the condyles occurs. Friction may be 
heard at a distance in some patients, 
while in others this may be determined 
only by palpation with the tip of the 
little finger placed in the external audi- 
tory canal while the patient is attempt- 
ing motion. 

Bauer® concluded, from his microscopic 
analysis of the temporomandibular joints 
of 42 persons, ranging in age from 3 
months to 81 years, that the alterative 
changes in the joint have been attributed 
to the following: (1) decreased elasticity 
of the articular cartilages with occasional 
pinching of the synovial villi, (2) osteo- 
clastic resorption and (3) proliferation 
of the marginal bone with exostoses and 
pressure on the exposed subchondral 
bone. The marginal exostoses are the 
most characteristic feature of osteo-artin- 
ritis deformans. 

Fischer® stated, 


This joint may be involved in either the 
rheumatoid or the osteo-arthritic types. In the 
former, involvement of this joint is often an 
early symptom, and, is often associated with 
involvement of the cervical articulations (jaw- 
neck syndrome). Not infrequently the disease 


6. Fisher, A. G. Timbrell, Chronic (Non-tubercu- 
lous) Arthritis. N. Y.: Macmillan, 1929. 
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Osteo-arthritis deformans. Proliferative noninfectious inflammatory condition of the tempo- 
romandibular joint. Arthritis with limitation of motion (185 cases) 


Classification of cases 


Duration of limitation: 

1 to 3 weeks. x. 

3 to 6 weeks......... 

6 to 9 weeks....... 

9 or more weeks... .. 
Unilateral arthritis of TMJ 
Bilateral arthritis of TMJ 
Systemic arthritis 
Rheumatoid arthritis 
Infection of middle ear 
Pain within joint of jaw and reflex symptoms 
Impaired hearing 

a. associated with malocclusion 

b. nerve deafness 
Tinnitus aurium 
Mastoidectomy. . 
Glossodynia (burning of tongue) 
Edentulous (wearing dentures) ene 
Fixed and removable crown and bridges 


Malocclusion, multiple loss of teeth but no dental | 


restorations 
Full complement of teeth with normal articulation 


Injections of sclerosing solutions 


Female Male Total Per cent 
“4 “185 
107 
38 7 45 
6 18 
12 3 15 
89 33 122 66 
55 8 
44 15 
g 3 11 18 
11 15 
144 41 | 185 100 
12 9 
7 2 Re 05 
9 3 12 .07 
48 26 
2 2 01 
9 
18 24 
| 7 25 96 52 
| a 31 16 
6 | 9 15 9 
7 | | 8 04 


gives rise to symptoms of internal derange- 
ment of the joint with troublesome locking. 


The writer’s findings from 50 cadaver 
dissections of the temporomandibular 
joint presented evidence of a posterior 
and superior displacement of the con- 
dyles (subarthrosis) in over 75 per cent 
of the cadavers with considerable loose- 
ness of the articular cartilages, displace- 
ment of the disks and derangement of 
the muscle fibers and ligaments. While 
the condyles showed functional wear, few 
condyles presented erosion and irregu- 
larities of the superior part, and the 
majority of the condyles were smooth. 
There were no perforated disks. 


Findings 
The table records data and histories 


of 185 clinically corrected patients who 
had limitation of motion and the ina- 


bility to function normally. This condi- 
tion lasted from one to sixteen weeks. 

Of these 185 patients (with limitation 
of motion), 59 (31 per cent) had asso- 
ciated systemic arthritis, all patients hav- 
ing received previously, or were at the 
time receiving, arthritic therapy. A his- 
tory of early rheumatoid arthritis was 
noted in 11 (18 per cent) of the 59 pa- 
tients with systemic arthritis and arthritis 
of the temporomandibular joint. Com- 
roe’ reported, “Acute involvement of the 
temporomandibular joint occurs in 20 
per cent of patients with rheumatoid 
arthritis.” 

Twenty-one patients presented evi- 
dence of impaired hearing. Medical 
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I., Arthritis and Allied 
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(ear-nose-throat) examination and con- 
sultation revealed that 12 of the 21 pa- 
tients were suffering from nerve deafness 
and not influenced at all by traumatic 
occlusion and myofunctional imbalance. 
The remaining g patients (less than 0.5 
per cent) showed some type of impaired 
hearing associated with malocclusion, 
anatomic degeneration and limitation of 
motion. 

A point of interest is the findings with 
regard to tinnitus aurium. Ringing sen- 
sation of the ears, with discomforting 
emotional reactions, was evidenced in 48 
(26 per cent) of the 185 patients. The 
histories of acute, subacute and chronic 
infections of the middle ear were char- 
acterized in most of the patients with 
tinnitus aurium. While this group with 
impaired hearing is almost negligible 
(0.5 per cent), the number of patients 
with tinnitus is worthy of note; further 
study should be given as to its influence 
in patients with arthritic temporoman- 
dibular joints. Patients with both ear 
infection and tinnitus aurium comprise 
40 per cent of the involved group. It 
is quite apparent with this percentage 
of involvement that ear infections of an 
acute or chronic nature may have a con- 
tributory influence in osteo-arthritis de- 
formans of the temporomandibular joint. 

The findings with regard to intraoral 
dental restorations presented the follow- 
ing: 42 (23 per cent) were restored with 
full upper and lower dentures. Those re- 
stored with fixed or removable bridges 
numbered 96 (52 per cent). Both groups 
comprised a total of 138 reconstruction 
cases amounting to 75 per cent. Patients 
with progressive dental disharmony re- 
sulting from multiple loss of teeth and 
having no dental restorations numbered 
31 (16 per cent). A full complement of 
teeth with relatively normal articulation 
was found in 15 (9 per cent) patients. 
Traumatic injuries were correlated in 32 
case histories (17 per cent). 

The reduction of the limitation of 
motion of the jaw in systemic arthritis 


The Journal of the American Dental Association 


in many patients resulted in the coinci- 
dental alleviation of arthritic pain and, 
in a few, the straightening of the fingers 
long crippled. The writer is unable to 
give a scientific explanation for such 
favorable relief. In all cases of limitation 
of motion, with durations of 1 to 16 
weeks, the limitation was relieved and 
function was restored. 

Junemann,*® in his conclusions in re- 
gard to correcting impaired hearing, 
stated that the increasing of intermaxil- 
lary distance gives no scientific proof 
that the hearing impairment has been 
relieved, and the cause of the ringing 
sensations in many cases is unknown. 


Treatment 


The corrective treatment in disabled 
patients is essentially of a dental nature; 
namely, prosthesis and orthodontics, 
singly and in combination. 

Physiotherapy and heat therapy, medi- 
cation and sedation, injections and band- 
ages and splints are used to hasten relief 
and prepare the field, while prosthesis 
and orthodontics maintain a carefully 
controlled and balanced result. 

Schultz® *° has perfected an excellent 
technic by using one of three sclerosing 
agents, (1) sodium psylliate (the strong- 
est fibrosing agent); (2) “Intracaine” 
(Squibb) in oil 5 per cent, or (3) 1 per 
cent “Eucupin” (Rare Chemicals, Inc.) 
in oil, used singly only, for the purpose of 
encouraging fibrosis by injecting in the 
temporomandibular joint, in cases of re- 
laxation of the ligaments and capsule, 
and the resulting subluxation and dis- 
location. 


8. Junemann, Henry R., Consequences of Shorten- 
ing Intermaxillary Distance. J.A.D.A. 28:1427 
(September) 1941. 

9. Schultz, Louis Treatment for Subluxation 
of the Tempor Joint. J.4.M.A. 109: 1032 
(September 25) 1937. 


10. Schultz, Louis W., oot Walter, Treat- 
meme of Acute and Chron’ 


Traumatic Temporoman- 
bular Arthritis. /. Florida M. A. 30:18 (November) 
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It has been the writer’s experience 
that after the dental correction was per- 
formed and an ace bandage was em- 
ployed to control the muscular imbalance 
and excessive movements, the physiologic 
tone of the involved muscles was restored 
and sufficiently balanced so that a scle- 
rosing solution was resorted to in less 
than 0.5 per cent of all patients treated. 

Surgery of the temporomandibular 
joint involving the removal of the disk is 


Fig. 2.—Case 1. A, B and C 

show right, left and anterior 

views of the mouth during the 

limitation of motion. D shows 

the amount of opening 22 days 

after physiotherapy was insti- 
tuted 
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indicated only when all other means of 
correction have proved unsuccessful. 
Ankylosis, tumor growth and sometimes 
reduction of condyle fractures are the 
conditions which usually indicate sur- 
gery of the. temporomandibular joint. 


Case | 


A white woman, aged 35, had arthritis 
of the right temporomandibular joint 
with severe pain and limitation of mo- 
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Case 1 


Fig. 3. 
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A, B and C show right, anterior and left views of articulation. D, E and F 


show temporary repositioning in wax 


tion. Her case history revealed systemic 
arthritis involving the back of the neck, 
the small of the back and the joints of 
the arms and legs. She was under a physi- 
cian’s care and had been receiving ar- 
thritis therapy. 

Sedation, medication and physiother- 
apy were instituted. After 22 days, the 
patient was able to open the -mouth 


freely and function normally (Figs. 
to 4A). Repositioning of the condyl 
and mandible then was carried out wit! 
splints to a corrected articulation wit! 
myofunctional balance (Figs. 4B and 5 
Coincidentally, relief of her systemi 


arthritic symptoms occurred and _ thes 
symptoms have not reappeared since cor 
rection of the temporomandibular joint 
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Fig. 4.—Case 1. A: Temporomandibular joint (centric, left and right) showing the position of 
the condyles before treatment was instituted 


B. Temporomandibular joint (centric, left and right) showing the condyles in their corrected 


position. Limitation reduced and normal articulation restored and balanced 
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Case 2 


A white woman, aged 57, had acute 
bilateral arthritis of the right and left 
temporomandibular joints with complete 
limitation of motion and unilateral facial 
paralysis of the left side of face. She had 


Fig. 5.—Case 1. Right, anterior, left and occlusa! 
views showing bimaxillary and bilateral splints o/ 
hard metal in corrected articulation and reposition 


ing of the mandibular arch 


been treated for general arthritis for five 
years and had been referred for possible 
removal of the condyle or disk. 

Her mouth and jaws were closed, no 
lower denture was present, and she was 
unable to remove the upper denture. A 
pronounced deformity of fingers pre- 
vented her from opening them. 


Fig. 6.—Case 2. Anter 
and lateral views. Limitation 
reduced and mouth open a/ 
ter six weeks of constan 
physiotherapy 
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Fig. 7.—Case 2. Fingers of 
right and left hands formerly 
crippled by arthritis and 
which had _ coincidentally 
straightened after the jaws 
were freed and the mouth 


opened 


Heat therapy and sedation were started. 
In six weeks, her mouth was opened 
sufficiently so the denture could be re- 
moved (Fig. 6). During this interval of 
treatment, the fingers of both of the 
patient’s hands were straightened and 
remained so (Fig. 7). After this interval, 
new dentures were made, restoring artic- 
ulation and myofunctional balance. Five 
years have passed and no relapse has 
occurred, 

Upon examination of the patient’s 
daughter, aged 24, who was suffering 
with local and reflex symptoms of pain 
and limitation of motion involving the 
temporomandibular joints, it was evident 
that hereditary influence of temporo- 
mandibular joint arthritis was probable 
in this family. This patient had a rela- 
tively normal articulation and had lost 
but a single, upper left first molar because 
of caries. 


Case 3 


A white woman, aged 62, first was 
examined on September 2, 1938, and 
suffered from severe pain in the left tem- 
poromandibular joint and ear, with re- 
flex symptoms of pain through the left 
side of head, complete limitation of 
mandible. 


JA.D.A., Vol. 39, November 1949 . . . 543 


The patient had had general systemic 
arthritis since 1926 (a duration of 12 
years). A pronounced arthritis of the 
joints in both hands was noted, neces- 
sitating that the patient be confined peri- 
odically to bed. Early in life, she had 
suffered with infections of the middle 
ear. 

She had been wearing an upper arti- 
ficial denture since 1915, a lower artifi- 
cial denture since 1924. The maxillary 
ridge showed uniform resorption; the 
alveolar process of the mandibular ridge 
showed marked resorption. 


Diagnosis.—Bilateral arthritis of the tem- 
poromandibular joint with chronic sys- 
temic arthritis. Extraoral roentgenograms 
of the joints revealed anatomic destruc- 
tion of the right and left condyles, prob- 
ably causing clinical symptoms of severe 
pain, crepitus and limitation of motion 


(Figs. 8 and Q). 


Treatment.—Heat and vaccine therapy 
were started. The mandible was freed 
after four weeks of treatment. The pa- 
tient was unable to function with the first 
set of artificial dentures. Upon a second 
attempt with new dentures, proper re- 
positioning of the mandible with func- 
tional balance aided by ace bandages 
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Fig. 8.—Case 3. Lateral position, centric and open, showing the inability of the condyles to 
move out of the fossa as the result of bilateral arthritis. Note marked deformity of condyles 
with erosion and marginal exostoses of the superior head of the condyles 


Fig. 9.— Cross se 
tion showing de 
struction of disk 
(a) anterior mar 
gin jagged, (b) re 
mains of disk and 
(c) eroded surface 
of condyle head 
(after Steinhardt 
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proved successful. All symptoms of pain 
were alleviated and function was re- 


stored. 
Atypical Neuralgia and Pain Reflexes 


The atypical complex symptoms of 
pain about the face, head and temporo- 
mandibular joint have attracted the at- 
tention of physicians and dentists. The 
terminology describing these bizarre 
symptoms has been responsible for a great 
deal of confusion and controversy within 
the professions. The words neuralgia and 
neuritis are used vaguely and indiscrim- 
inately by professional men and laymen 
alike. 

Chor" in attempting to clarify this has 
established a classification of pain syn- 
dromes based on physiologic data and 
has offered the following: (1) neuralgia, 
(2) neuritis, (3) referred pain, (4) cen- 
tral pain and (5) psychalgia or mental 
pain. 

Neuralgia causes a definite, character- 
istic type of pain, and as compared with 
other pain syndromes it is rather rare. 
True neuralgia must possess character- 
istics which, once observed in a paticnt 
suffering from such a malady, will not be 
forgotten. These are: (1) sharp, severe, 
excruciating paroxysms of pain; (2) 
attacks of pain of short duration, lasting 
only a few seconds; (3) distribution fol- 
lowing definitely the course of the nerve, 
and pain localized along one or more of 
its branches, and (4) the presence of a 
“trigger zone,” an essential feature that 
must be present in order to diagnose true 
neuralgia. 

Frazier’* stated, “The pain is usually 
unilateral, but bilateral trigeminal neu- 
ralgia does occur.” Chor" stated, 


There are few true neuralgias encountered 
clinically. In the head, neuralgias of the tri- 
geminal and glossopharyngeal nerves are the 
two that are generally accepted. . . . Cases 
have been reported in which the paroxysms of 
stabbing pain occurring in the external audi- 
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tory meatus with occasional radiation to the 
face and posterior auricular region. Such a 
syndrome has been designated by some as 
geniculate ganglion neuralgia, a tic of the 
sensory filaments of the seventh nerve. 


Peet’* reported 5 cases of combined gloss- 
opharyngeal and trigeminal neuralgia. 
Reichert,'* however, has called attention 
to the fact that the distribution of the 
pain corresponds rather to the region of 
the tympanic branch of the glossopharyn- 
geal nerve (Jacobson’s nerve). 

Chor" stated emphatically that no 
dental condition—infected or trauma- 
tized or impacted teeth however severe 
can cause trifacial neuralgia. 

It becomes imperative that a more 
exacting differential diagnosis be made 
carefully in conditions characterized - as 
atypical pain before condemning teeth 
for extraction and expressing the inability 
to administer aid. A close association and 
consultation between the physicians and 
dentists for the purpose of analyzing the 
source of pain and its reflexes would 
bring about a more thorough under- 
standing of the involved condition, re- 
sulting in a proper diagnosis. 

It has been the writer’s experience that 
while cases of hearing impairment have 
been almost negligible, yet pains within 
and around the regions of the ear have 
been the most frequent symptoms and 
symptom complexes associated with tem- 
poromandibular joint disturbances. The 
results of repositioning of the mandible 
were exceedingly favorable in alleviating 
reflex symptoms of pain in the ear. 

A patient who had suffered for 18 
years from severe intermittent pains in 


11. Chor, Herman, Neurological Aspects of Tempo- 
ro ibular Disorders. J.A.D.A. and D. Cosmos 
25:1033 (July) 1938. 

12. Frazier. C. H., Bilateral geen Neuralgia. 
Ann. Surg. 100:770 (October ) 1934 

13. Peet, M. M., Neuralgia. Ann. 
Surg. oA 256 (January) 1923. 

14. Reichert, F. L., Tympanic Plexus Neuralgia. 
100:'1744 (June 3) 1933. 
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the joint, ear, head and neck had been 
relieved of this pain, and function had 
been restored by repositioning of the 
mandible with splinting. Muscular bal- 
ance was corrected by an ace bandage, 
and the relaxed and widely exaggerated 
movements of the mandible were con- 
trolled by injections of a sclerosing solu- 
tion. 
Costen*® reported, 


The success with which permanent relief 
was obtained depended on the chance of per- 
fect repositioning of the jaw by dentures 
which increased its vertical dimension and 
moved the condyle away from the range of 
the chorda tympani and auriculotemporal 
nerves. Irritation of these nerves, especially 
the auriculotemporal, sufficient to produce re- 
flex pains in the remaining branches of the 
mandibular nerve is proposed as the principal 
etiologic factor in the production of burning 
tongue or neurosis of the mouth with gross 
lesions. 


In burning sensations of the tongue 
and paresthesia with additional pain, it 
was apparent that most of the patients 
presented constitutions of a neuropathic 
nature. In these cases psychotherapy, 
with improved systemic conditions, gen- 
erally is imperative for obtaining a favor- 
able result. All this is simultaneous with 
proper physiologic balance of the teeth 
and muscles. To infer that paresthesia 
and burning sensations of the tongue are 
alleviated primarily by repositioning the 
condyle is probably assuming facts which, 
to date, the writer has not been able to 
substantiate by statistical data and clin- 
ical findings. 

The author has observed that the per- 
sons with these complaints have highly 
emotional disturbances, nutritional defi- 
ciencies, marked apprehension and worry 
and varied physiologic changes in the 
system, especially in women. 

Only with medical consultation and 
aid, followed by proper repositioning and 
balancing of the condyles, have the re- 
sults been most favorable. 
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Thirty-eight patients with histories of 
severe pain within the joint and reflex 
symptoms of a complex nature were 
treated medically for long periods with- 
out any appreciable alleviation. The re- 
gions involved were the sinuses and the 
ears; vague and bizarre pains radiated to 
the face, jaws, head, eyes and neck. Al! 
patients displayed emotional and nervous 
instability. 

Many of the above patients with atyp- 
ical ticlike symptoms of pain had re- 
ceived dental attention in the hope of 
alleviation and had submitted to the re- 
moval of one or sometimes the multiple 
extraction of teeth. 

The pain in 27 of those patients was 
of a severe, vague, unusual nature. The 
final treatment instituted was the proper 
repositioning of the condyles by means 
of prosthesis and controlling the muscular 
balance by ace bandages. 

Eight of the remaining patients had 
undergone atypical symptoms of pain 
which had extended over periods of 20 
to 30 years. They had received not less 
than two and as many as seven alcoho! 
injections. Periodic relief was experienced 
but similar atypical symptoms recurred. 
After further study the 8 patients also 
were treated by repositioning the con- 
dyles prosthetically. In addition they 
were injected bilaterally with a sclerosing 
solution to control the wide lateral ex- 
cursions of the mandible and to aid in 
maintaining the proper muscular bal- 
ance. 

One of the 8 patients with a 30 year 
history of pain had received seven alcoho! 
injections with periodic relief and remis- 
sions. Because of the emotional instability 
of the patient, it was deemed advisable 
and recommended by the nervous and 


fi 
Factor. Arch. 22:554 ton 


a 


on 


Brussell 


mental department that a gasserian re- 
section be performed. This being the ac- 
cepted treatment for a true trifacial 
neuralgia, the treatment was carried out. 
In none of the patients injected with 
alcohol were the characteristic, classic 
symptoms of a true tic identified. 

Three patients, because of their emo- 
tional disturbances and inconsistent his- 
tories of distressing ailménts were not 
treated, but they were kept under con- 
stant observation from two to five years. 
During this time, their disturbed emo- 
tional condition became so aggravated 
and violent that, after consultation with 
the nervous and mental department and 
with family permission, they were com- 
mited to institutions for mental care. 


Case 4 


A white woman, aged 33, suffered 
from disability of the temporomandibular 
joint, involving the left jaw with syn- 
drome and syndrome complexes in the 
front and back of ear, face and maxillary 
bone. The patient was in a state of 
fatigue, apprehension and _ irritability. 
When first seen on October 14, 1943, she 
presented the following case history: 


Case Record.—The patient felt severe 
pain in the upper left cheek bone, occur- 
ring simultaneously with a head cold. 
She consulted an otolaryngologist. Her 
sinuses were drained three times, but the 
pain persisted. She was advised to see a 
dentist. Meanwhile, the pain continued 
intermittently when she was tired. 

In the fall of 1942 she went to a den- 
tist who took intraoral roentgenograms. 
Then the upper left second molar and 
lower left first molar were extracted (in 
November). Severe pain occurred after 
the extractions. A few days later, spicules 
of bone, one very large, came from the 
area of extraction. About three weeks 
later, the pain was much worse. Next, 
the upper left first molar was extracted; 
a large spicule of bone came from the 
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region a few days after extraction. The 
second socket was sore to touch—like 
hitting the nerve. The dentist refused to 
make a partial denture while this sore 
spot persisted. He suggested that the 
sinuses be checked again. 

The patient went to a second otolaryn- 
gologist in January, 1943. Roentgeno- 
grams were made of the sinuses. Al- 
though the sinuses were drained again, 
pain continued through the upper left 
region of the cheek, and no relief was 
felt. 

In: April, 1943, she consulted a physi- 
cian, and a large roentgenogram of the 
head was taken. No infection was pres- 
ent. Four injections of alcohol were 
given. After the first three injections 
there was much swelling and a black eye. 
After the last injection, two weeks later, 
swelling and discoloration were not so 
severe. The numbness lasted until July. 
It was suggested that if the pain was not 
alleviated an operation on the nerve 
would be necessary (gasserian resection) . 

In July, the patient sought further 
consultation with an oral surgeon who 
diagnosed her condition as “trigeminal 
neuritis.” 


Examination Findings.— The patient’s 
early dental care had been good, with 
regular visits to the dentist. The history 
of her general condition was essentially 
negative. She had had measles and small- 
pox in childhood and an operation for 
goiter at 18 years of age. A “strep throat” 
infection at 19 years of age had confined 
her to bed for three weeks. Hearing was 
normal. 


Local Symptoms.—Noisy, cracking trau- 
matic and painful conditions involved 
the left temporomandibular joint. 


Subjective Symptoms.—There were neu- 
rotic, ticlike symptoms of pain along the 
course of the fifth and seventh nerves 
radiating from the pre and postauricular 
regions and involving the teeth, gums, 
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face, head, cheek and alveolar bone of 
the maxilla and mandible. These were 
confined to the left side, with marked 
crepitus of the left temporomandibular 
jaw joint upon opening and closing. 


Reflex Symptoms.—She experienced ring- 
ing noises in the ear and occasional dizzi- 
ness. Pain was aggravated upon speaking 
and resulted in the simulation of fatigue, 
irritability and social negativeness. 


Clinical Examination.-The patient pre- 
sented facial asymmetry with a receding 
mandible and inability to close the lips 
normally. The bite was open, with a 
marked overjet (Fig. 10). 

The following maxillary teeth had 
been extracted: upper right second bi- 
cuspid; first and third molars; upper 
left first and second bicuspids; first, sec- 


ond and third molars. The following 
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mandibular teeth had been extracted: 
lower right first molar; lower left first, 
second and third molars. 

No restorations of any kind had been 
made in the maxilla or the mandible. The 
gums were congested and bled freely. 
There was irregular absorption of the 
alveolar ridge. In the first molar relation- 
ship, there was malocclusion with loss of 
vertical dimension. 


Roentgenographic Findings.—Intraorally, 
periodontal membranes showed relative 
thickening. There was generalized peri- 
cementitis with general resorption of 
the alveolar bone and slight caries (Fig 
Ir). 

Roentgenograms of the ‘mporoman- 
dibular joints, centric and open positions, 
revealed right and left subarthrosis; con- 
dyles showed functional wear (Fig. 12A) 

Transillumination findings on the max- 


Fig. 10.—Case 4 before treatment. Right 
left and anterior views showing multiple loss 
of teeth, malocclusion, decreased vertical di- 
mension on the left. Note that casts present 
left bimaxillary multiple loss of teeth and 
decreased vertical dimension greater than 
the right side and yet the condyle on the 
right side shows more displacement poster: 
orly and superiorly than does the left side 
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Fig. 11.—Case 4 
before treatment. 
Intraoral roentgen 
rays 


illary sinuses, soft tissues, salivary glands, 
tongue and floor of the mouth were all 
negative. 

The classification of the joint disease 
was definite mandibular subarthrosis. 

Recommended as corrective measures 
were therapy, sedation, medication, 
physiotherapy and vitamin therapy, 
intraoral surgery and extraction of teeth 
with immediate restorations. 


Diagnosis.—(1) Disability of the tem- 
poromandibular joint was evidenced by 
pain and crepitus on the left side, with 
reflex symptoms. (2) Marked malocclu- 
sion, together with multiple extraction of 
teeth, caused loss of vertical dimension 
and muscular imbalance resulting in a 


progressive traumatic and painful condi- 
tion of the left temporomandibular joint. 
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(3) There was pain in the left maxilla 
with reflex symptoms deep in the max- 
illary bone due to traumatic injury as the 
result of previous extractions with re- 
sidual and necrotic irritation. 


Treatment.—The patient was hospitalized 
at St. Joseph’s Hospital, St. Paul, on 
November 21, 1943. A sequestrotomy 
was performed, with the surgical removal 
of the following teeth: upper right cen- 
tral and lateral incisors, cuspid, first bi- 
cuspid and second molar; upper left 
central and lateral incisors and cuspid; 
lower right central and lateral incisors 
and second bicuspid; lower left central 
and lateral incisors. The alveolar bone 
was processed and reduced, and sulfathia- 
zole powder was applied. The tissues were 
coapted and sutured. A sequestrotomy was 
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Fig. 12.—Case 4. A: Temporomandibular articulation (centric position, left and right) before 


: correction. Position of the right condyle in the glenoid fossa presents a marked posterior and 
;: superior displacement. The left condyle also shows a posterior displacement 


B. Initial correction immediately after surgical removal of the maxillary teeth, sequestronon 
and multiple extraction of lower teeth. Full upper and lower partial dentures placed. Note ne 
centric position of condyles in fossa 
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Fig. 13.—Case 4. 
Right, left and an- 
terior views show- 


ing restorations 
with final correc- 
tion 


performed on the left maxilla. A denture 
in the maxilla and a partial denture in 
the mandible were inserted immediately, 
by which the mandible was repositioned 
and balanced to a corrected occlusion 

Fig. 12B). 

On November 23, patient was dis- 
missed, returned home, and sedation, 
vitamin and physiotherapy were insti- 
tuted. 

On April 13, 1944, the upper and 
lower dentures were reconstructed, ver- 
tical dimension was increased and con- 
dyles were further repositioned. 


Results —The patient reported on June 5, 
1947, that there had been no evidence 
of the original complaint. Pain in the left 
temporomandibular joint with reflex 
symptoms in the maxilla, face and sur- 
rounding regions were completely allevi- 
ated. The mandible was repositioned, 


bite relationship was balanced to occlu- 
sion and muscular function was estab- 
lished. Facial measurements were taken; 
roentgenograms of the temporomandib- 
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ular joint (centric position) were taken 
and analyzed, indicating that additional 
vertical opening was possible. New den- 
tures were made, the condyles again were 
repositioned, increasing vertical dimen- 
sion and giving the patient a more favor- 
able esthetic appearance (Fig. 13). 


Case 5 


A white woman, aged 52, complained 
of: (1) severe and continuous pain in 
the right temporomandibular joint with 
noisy and traumatic grinding; (2) pain 
in the ears and head on both right and 
left sides; (3) stiffness of the right and 
left sides and back of the neck; (4) ar- 
thritic pains in the joints of the shoulders, 
arms and hands, and (5) intermittent 
limitation of the mandible, together with 
progressive relaxation of the joint lig- 
aments resulting in the subluxation and 
uncontrolled movements of the mandible. 

Various attempts, including special ap- 
pliances of a prosthetic nature, had been 


ciation 

i 

4 


552 


made to alleviate the disability by med- 
ical and dental cart 

Treatment Sedation, medication and 
physiotherapy were advised. Splints were 
constructed properly so that the condyles 
were repositioned and the articulation 
balanced. Head apparel worn by the pa- 
tient aided in maintaining myofunctional 
balance. This afforded the same usage 


as an ace bandage 


Results.—All the symptoms of pain and 
crepitus had remained alleviated for over 
The only ap- 
bilateral jerky 


a period of six months 


parent disability was 


A 
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Fig. 14.—Case 5. Above 
Tuberculin syringe 

gage needle inche 
long) filled with 1 

sclerosing solution, is at 
plied to asceptic pre 
ricular area of the ri 
temporomandibular joi 
Below: With the mou 


out of the fossa, 1 cc 
the sclerosing solution 
injected 


movements upon opening and closi 
the jaw. With further observation and 1 
recurrence of symptoms of pain or t! 
crepitus, the writer decided, with tl 
consent of the patient and her physici 
to attempt immobilization of the irr 
ular movements by injecting a sclerosi: 
solution (sodium psylliate). These inj: 
tions were performed at the Universit 
Hospital on May 16, 1947 (Fig. 14) 

To this date there has been no ¢« 
dence of pain or crepitus, and the 
regularity of movements of the mandi! 
has been controlled. A more detailed 
port is being prepared for future pr 
lication. 


open and condyle moved 
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Conclusion 


Symptoms of a progressive nature as- 
sociated with disabilities of the temporo- 
mandibular joint are apparent in 50 per 
cent or more of persons over 25 years of 
age. This is caused by neuromuscular re- 
flex disorders, physiologic loss of muscle 
tone, directly or indirectly aggravated by 
multiple loss of teeth and dental dis- 
harmony. The above, together with con- 
genital weakness and systemic diseases, 
contribute greatly to the susceptibility 
and degree of destruction often resulting 
in emotional disturbances. Many patients 
with a full complement of teeth and har- 
monious articulation and balance, com- 
plicated with systemic and local arthritis, 
presented some of the severest disorders 
of the temporomandibular joint and re- 
flex symptoms of severe pain. 

From clinical data and differential 
study, malocclusion or multiple loss of 
teeth are apparently of a contributory 
and not a primary cause of the syndromes 
and complexes which result from degen- 
erative changes of the temporomandibu- 
lar joint. 

The utmost precaution in behalf of the 
patient should be executed prior to mak- 
ing final decisions for treatment. A thor- 
ough examination and differential diag- 
nosis should be made with the aid of 


‘intraoral and extraoral roentgenograms, 


casts for study purposes and audiogram 
records. Medical consultation should be 
carried out prior to treatment. Trial and 
error treatment is injudicious and results 
too often in considerable discomfort, de- 
struction and loss of teeth and unneces- 
sary cost. 

Every patient is worthy of the best in 
dental and medical consultation and di- 
agnosis. In the words of the late William 
Mayo, “Every human progress is marked 
by milestones of crosses; let’s not have too 
many crosses.” Let us not add to the 
ranks of dental cripples by injudicious ex- 
tractions of teeth for the relief of dental 
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pains with origin in the temporomandib- 
ular joint, because of the lack of knowl- 
edge necessary to diagnose temporoman- 
dibular diseases scientifically. Only by 
placing the patient’s welfare above all 
personal motives and calling upon every 
dental and medical field of consultation 
can one serve most effectively those who 
suffer. 
Summary 


1. Temporomandibular joint  syn- 
dromes and syndrome complexes are 
variable and numerous and their diag- 
nosis and treatment overlap the dental 
and medical fields of service. 

2. Symptoms of the temporomandib- 
ular joint are not uncommon. Two or 
more clinical symptoms are found in over 
57 per cent of the patients 23 years or 
older from examination of non-selected 
groups. 

3. According to Bauer, microscopic 
findings showing marked pathologic and 
morphologic alterations and considerable 
destruction of the disk were free from 
any marked subjective symptoms during 
life. Destruction within the joint of the 
jaw may occur with or without clinical 
symptoms. 

4. The degeneration of the articular 
cartilage and the disk give rise to inflam- 
matory changes clinically apparent by: 
(1) pain and tenderness, (2) induration 
and swelling and (3) limitation and 
functional disabilities resulting in a con- 
dition termed as osteo-arthritis deform- 
ans-—a chronic non-infectious prolifera- 
tive inflammation. 

5. Of 185 cases (with limitation of 
motion) 59 or 31 per cent had associated 
systemic arthritis all of which had pre- 
viously, or were at the time, receiving 
arthritic therapy. 

6. While impaired hearing as a result 
of multiple loss of teeth is negligible, re- 
flex symptoms resulting from ear infec- 
tions and tinnitus aurium are found evi- 
denced in 40 per cent of the involved 
group. These ear infections of an acute 
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and chronic nature may have a con- 
tributary influence resulting in osteo- 
arthritis deformans. 

7. A diagnosis differentiating between 
atypical pain reflexes and a true neural- 
gia is imperative for the purpose of in- 
stituting proper treatment in cases which 
present bizarre reflex symptoms. 

8. Physiotherapy and heat therapy, 
sedation, medication aid in the allevia- 
tion of pain and calming the patient; 
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while splints, injections and bandages aid 
in establishing and maintaining the con- 
trolled balance and correction which is 
essentially of a dental nature. 

Primary concern for the patient’s we!- 
fare can be best characterized by adher- 
ing to a policy of courteous attention, 
complete diagnosis, cooperative consulta- 
tion and conservative treatment resulting 
in permanent correction—849 Lowry 
Medical Arts Bldg. 


SOLUTION OF DIFFICULTIES ENCOUNTERED 


WITH COPPER ELECTROFORMED DIES 


Alexander Novak, D.D.S., New York 


the outstanding advantage of extreme 
accuracy.’ Unlike amalgam dies, they 
undergo no volumetric change in set- 
ting.” Copper dies are tough and will 
withstand handling during technical ma- 
nipulation, whereas artificial stone dies 


[J's electroformed dental dies have 


lose accuracy through chipping and 
wear. 

The dental profession has been slow in 
accepting copper electroformed dies be- 
cause of difficulties encountered in their 
fabrication. These difficulties have to do 
with: 

1. Equipment. There is confusion as 
to what equipment to use and what vol- 
ume of electric current is needed to yield 
best results with different sized dies. 

2. Conductive agents. There is uncer- 
tainty as to which electrolytic agent pro- 
vides easiest coverage. 

3. Throwing power. Difficulties are 
encountered in throwing the copper deep 
into the recesses of the impression. The 


collar of the impression tends to over- 
plate, yielding extreme thickness of cop- 
per. 

4. Root extension. What material is 
best to use for a root extension? Collapse 
of the copper deposit is sometimes en- 
countered because root extension metals 
tend to bridge and thereby afford too 
little support under swaging pressure. 

5. Denting of copper. Dented spots in 
the copper deposit are caused by gas for- 
mation in the electroforming process. 

Using the technics laid down in this 
article, I am able to produce accurate 
copper electroformed dies with ease and 
complete freedom from these difficulties. 
The materials that I have found to be 
most satisfactory are: 


I. R., Dental Electroforming. D. Digest 
43:537 (Nov.) 1937. 

2. Brown, R. K., Electroplated Dies for Acryl 
Restorations. D. Survey 20:1205 (July) 1944. 
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Impression compound (Moyco Im- 
pression Compound Cylinders, The J. 
Bird Moyer Co., Inc., at dental supply 
dealers) . 

Colloidal graphite, aqueous solution 
(Aquadag, Acheson Colloids Corp., at 
dental supply dealers). 

Copper electroforming solution (any 
commercial copper sulfate electroforming 
solution, at dental supply dealers). 

Molasses (blackstrap molasses, at food 
shops) . 

Sulfuric acid, concentrated (at phar- 
macy). 

Distilled water (at pharmacy). 

Wood’s metal (or any competent clean 
metal with a melting point between 160 
and 212 F., at dental supply dealers). 

Hydrochloric acid, concentrated (at 
pharmacy ). 

Gummed wrapping paper (available 
in rolls 1% inch wide at commercial sta- 
tionery stores) . 

One of my most persistent difficulties 
was the appearance of concave dents in 
the copper electroformed dies. These 
dents must not be confused with dents 
caused by air bubbles in the electroplat- 
ing solution carelessly left adhering to the 
impression. At first I thought the root 
extension metal caused these dents as it 
contracted from a molten to a solid state. 
As a test, the root extension was poured 
in stone, and still the concave dents were 
found in the finished die. I was forced to 
conclude that the dents were formed dur- 
ing the electroforming process. The most 
likely explanation of such a phenomenon 
would be the formation of gas or gases at 
a focal point during the passage of the 
electric current. In copper electroform- 
ing, hydrogen and oxygen are probably 
released in such small volume that they 
are reabsorbed in solution. If, however, a 
point in the impression material existed 
which attracted gas, the gas might ac- 
cumulate in sufficient volume to dent the 
soft thin copper lining laid down. If this 
were true the phenomenon would vary 
with different impression materials. I tried 
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different compounds and was immediately 
rewarded. A careful examination of some 
impression compounds as received from 
the manufacturer revealed minute air 
bubbles. When a compound was used 
that showed denseness and lack of air 
bubbles, no denting occurred. I have not 
tried all the impression materials on the 
market, but I have found that some of 
the most popular compounds were the 
poorest for copper electroforming. 

My personal theory for the “denting” 
is quite simple. Gases attract each other 
either by solution into each other or by 
adhesion. The presence of a gas bubble 
in the compound near the surface of the 
impression attracts gases released during 
electroforming. These exert pressure on 
the copper film and cause a concave 
dent. If cold water is drawn from the tap 
and permitted to stand in a glass, air 
bubbles will form on the sides of the 
glass. If, however, after the water is 
drawn a glass rod is run down ,the side 
of the glass to free any air bubbles ad- 
hering in a given area, then bubbles will 
form all over the glass except where the 
rod removed any previous gas bubbles. 
In other words, where no bubbles exist to 
begin with, bubbles do not form, since 
the nucleus for attracting additional gas 
does not exist. 

Theoretically, this may be the explana- 
tion. Practically, I am not troubled with 
denting of the copper when I use the 
compound described, and this difficulty 
resolves with ease. 

The impression is made and excess im- 
pression compound is trimmed from the 
copper band so that it can make contact 
with the electrode. The band is then 
waxed to the electrode with a bit of sticky 
wax. The inside of the impression is 
washed with soapy water by use of a 
camel’s hair brush. It is then rinsed with 
a fine stream of cool water, preferably 
from a dental syringe, and dried with a 
blast of cool air. Any water remaining 
will dilute the electrolytic matter placed 
in the impression (Fig. 1, left). 
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A colloidal graphite solution,’ which 
comes in the form of a paste, is diluted 
on a glass slab with distilled water to such 
a consistency that when it dries it leaves 
a silvery sheen. If the dried product is 
black, then the graphite is too heavy and 
will interfere with the accuracy of the 
die. If it is too thin, copper will not be 
deposited during the electroforming pro- 
cess. The graphite solution should be just 
thick enough so that when applied with 
the brush it dries to a fine gun-metal or 
silvery paint. When the impression is 
thoroughly dry, it is carefully painted 
with this mixture and again permitted to 
dry completely. It must not be put in the 
copper electroforming solution until it is 
absolutely dry. The graphite is painted 
over the edge of the band to make con- 
tact with the copper (Fig. 1, center). 

A piece of sticky sheet wax, 28 or 30 
gage, is wrapped around the copper band 
and a collar of about 4 inch is permitted 
to extend beyond the impression. The 
outer surface of the copper band should 
be completely covered with wax (Fig. 1, 
right). 

With an eyedropper, the electroform- 
ing solution is dropped into the painted 
impression.® It should be examined in 
very strong light for tiny air bubbles 
which tend to cling to the surface of the 
impression. These look like minute silver 
globules. The impression must be tapped 
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or vibrated until all air bubbles are 1 - 
moved. It is then ready to be inserted in 
the copper electroforming solution. 

I have found 30 milliamperes direct 
current a good quantity to use for the 
average molar impression and 15 mii- 
liamperes for the average bicuspid im- 
pression. One can make a rough estimat« 
of the proper plating current by doubling 
the number of the copper band used. 
For bicuspid band No. 7 or 8, use 15 
milliamperes; for molar band No. 15, 
use 30 milliamperes; for anterior band 
No. 5, use 10 milliamperes. 

These figures are approximations. |{ 
40 or 20 milliamperes were used for 
No. 15 band, a good copper deposit 
would be obtained. If, however, 60 mil- 
liamperes were used, the deposit would 
be a coarse, spongy copper of poor qual- 
ity. If the current is dropped too low, 
coverage becomes difficult and the pro- 
cess is unnecessarily slow. 

If coverage takes place quickly and 
completely, a plating of four hours is 
sufficient. If the root extension technic 
described in this article is followed, the 
copper is firmly packed with metal. |! 
the current is left on overnight or over 
week end, the current should be cut in 


3- Sears, A. W., and McLain, F. L., Simplified 
Copper Die Technique. D. Survey 19:1327 (Sept 
1943. 


Fig. 1.—Left to right: Impression ready for mounting on electrode; band mounted on ele 
trode; mounting ready for electroforming. A—impression surface washed with soap and wat« 
and dried by air blast; B—copper band; C-—compound trimmed flush with copper band [ 
contact with electrode; D—-colloidal graphite coat; E—impression compound; F—sticky wa 
G—copper contact block of electrode; H—insulation of electrode; ]—sheet wax; K—electrod: 
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Fig. 2.—Plated impression removed from 
electrode. L—copper plating. (See Figure 1 
for explanation of other lettering) 


half or excess thickness of copper will 
form at the collar. If coverage is slow, at 
least seven hours of electroforming is 
necessary. 

The copper electroforming unit must 
be designed to deliver from 30 to 35 mil- 
liamperes of current for each binding 
post. A unit with 4 binding posts should 
deliver 120 to 140 milliamperes. A unit 
with 10 binding posts should deliver 300 
to 350 milliamperes. The unit must con- 
tain one or more milliammeters so that 
the operator can see at a glance just 
what current he is using. The unit must 
contain a rheostat capable of controlling 
the current flow from zero to the capacity 
of the unit stated above. 

After 15 minutes the copper deposit is 
carefully examined for complete cover- 
age. The copper deposit should be a 
bright salmon color. If it is brown and 
spongy in appearance it is forming too 
fast.* If the impression is not completely 
covered with the copper deposit, replace 
it in the solution and check again after 
10 minutes. If the uncovered areas are 
getting smaller the impression can be left 
in the electrolyte. If, however, areas re- 
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main uncovered, the impression should 
be dried with an air blast and the un- 
covered areas repainted with colloidal 
graphite. After the graphite is absolutely 
dry the impression can be replaced in 
the electrolyte. A little practice will suf- 
fice to indicate the right consistency of 
graphite to use in order to obtain good 
coverage (Fig. 2). 

Copper electroformed dies tend to col- 
lapse in spots under swaging pressure if 
the metal used for the root extension 
bridges across the copper or air is trapped 
between the root extension metal and 
the copper deposit. A collapsed die is 
useless and inaccurate. It is at times de- 
sirable to swage platinum matrixes, as 
for porcelain jackets or cast crown res- 
torations. In spite of extreme care, some 
dies callapsed, and I tried to solve the 
problem by vibrating the molten metal 
into the copper shell. This did not pre- 
vent collapse. I poured metal into glass 
cylinders the size of dental impressions, 
and found that the collapse was due to 
air trapped against the wall of the copper 


4. Thompson, G. E., Technique of Electric-Form- 
ing Dies. Appollonian 16:62 (April) 1941. 


re 


Fig. 3.—Plated impression filled with Wood’s 

metal shot. L—copper plating; M—Wood’s 

metal shot. (See Figure 1 for explanation of 
other lettering) 


Fig. 


Left: N—cotton pliers; O—fused Wood's metal; P—boiling hydrochloric acid flux; 
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4.—Forming the root extension: Wood's metal solders to copper plating under flux action. 


Q—pyrex 


glass beaker; R—melting impression compound ; S—tripod; T—Bunsen burner. Right: U—drop 
of hot water; V—ladle ; Q—molten Wood’s metal; X—gummed paper 


deposit, which could be seen through the 
glass. At times the metal would bridge 
over. I tried pouring the metal under 
vacuum, but after much experimentation 
still could not avoid collapsed dies. An 
industrial physicist, Dr. Eugene W. Pike, 
was consulted. Eventually we evolved 
certain improvements in the usual meth- 
od of making the root extension of cop- 
per electroformed dental dies. 

The usual copper electroforming solu- 
tion (copper sulfate, 105 Gm; concen- 
trated sulfuric acid, 32.2 cc., and dis- 
tilled water to make 743 cc.) should be 
made up with blackstrap molasses. For 
ordinary dental use, a drop or two of 
molasses add’d to the regular pan of 
electroforming solution (16 ounces) is 
sufficient alteration for the volume used. 
As the solution evaporates, distilled water 


is added to make up the evaporated solu- 
tion,* and another drop of sulfur 
acid,®** and molasses should be added 
The molasses acts as a throwing agent 
enabling the copper to reach into th: 


deep recesses of the impression. Various 


throwing agents are on the market fo! 


commercial plating. Some are more ex- 


pensive, but I have found none that giv: 
better results than ordinary molasses. |: 
insures a dense, hard deposit and reduce: 
copper thickness around the collar. 

The electroformed impression is nex! 
filled with Wood’s metal shot. The shot 


5. Fischer, E. S., Care of Copper ee om 
Electrolyte for Inlay Impressions. J.A.D.A. 26:17 
(Oct.) 1939. 

6. Damn, V. W., and Grant, H. A., Indire: 
Inlays by Electroforming Process. Temple D. Re 
@ Gar. 11:15 (May) 1941. 
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is made by melting fresh Wood’s metal 
in a clean ladle, picking it up in a drop- 
per, and then depositing it, a drop at a 
time, in cold water. An acid flux is pre- 
pared by adding 40 cc. of concentrated 
hydrochloric acid to 32 ounces of dis- 
tilled water. The electroformed impres- 
sion is held by forceps with the open end 
up and filled with hydrochloric acid flux 
and Wood’s metal shot (Fig. 3). 

The shot-filled band is then immersed 
in boiling acid flux and moved around 
under the surface. In a few seconds the 
shot will melt and slump into the shell. 
In another second or two the metal sur- 
face will clear into a shiny concave form 
which spreads smoothly onto the copper 
at every point of its periphery. For three 
seconds after this sudden clearing of the 
surface, shake the impression under the 
boiling flux solution so that the molten 
Wood’s metal spreads over the whole 
area of copper deposit (Fig. 4, left). 
Then remove from the boiling acid flux 


L 
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and allow to cool. Wash free of acid and 
dry. If the molten metal does not fill the 
impression, more shot can be added, but 
this should be avoided as much as pos- 
sible. 

The rest of the root extension is poured 
in the usual way. A gummed strip of 
brown paper is placed around the copper 
band, moistened and sealed to form a 
matrix for the rest of the root extension. 
A drop of water is placed on the Wood’s 
metal in the ladle before it is melted. 
When the water begins to sizzle off, that 
is the proper time to pour the root ex- 
tension (Fig. 4, right). 

The die is permitted to cool and the 
paper is removed. The copper band is 
carefully warmed so as not to melt the 
root extension, and the band is removed. 
To remove the remaining compound, 
soak the die in carbon tetrachloride and 
brush off the softened compound with a 
towel or cotton roll (Fig. 5). 

Careful cleanliness is necessary in every 


pan® 


Fig. 5.—Trimming and finishing the die. Left: Copper band, gummed paper and impression 
compound removed. Right: Die trimmed and finished 


J 
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step of the process. Metal should not be 
reused. Wood’s metal or any of the low 
fusing metals is an alloy of various 
metals. These boil off or are oxidized in 
the molten state. When the metal is re- 
melted, it is not the same alloy. It also 
carries impurities with it, such as oxides 
and wax. The metal is cheap enough to 
reject after one usage. The copper elec- 
torforming solution should be covered 
with dust covers at all times and replaced 
every two months. 

The copper electroformed surfaces of 
the shell must be kept free of wax and 
grease. After plating it should be kept 
under water continuously until it is ready 


The Journal of the American Dental Association 


to be filled with Wood’s metal. Even the 
process of taking off the protecting wax 
should be done under water or the im- 
pression should be filled with water. A: 
long as the surface is under water, wax 
will not adhere. Any small spot of wax 
or grease which is not wet by the flux and 
the metal is an invitation to a cavity and 
a collapsed die. 

These technics, which are designed to 
produce precision dies with excellent 
working qualities, should overcome the 
difficulties and discouragements formerly 
encountered in making copper electro- 
formed dies—136 East Fifty-seventh 
Street. 


Practical Morality——Today there are extremes of right and left which still believe that turnin: 
back the clock or some new political philosophy is the answer to today’s problems. But th: 
answer still lies in the application of moral law, as expressed by the great philosophers, and 
on which our government is founded. Cardinal Stritch concluded: 

“We need great men, men in whom the noble is refulgent, men who are strong enough t 
prize virtue above goods, men who are clearminded enough to think out the solutions of ou: 
problems in the enrichment of our own American tradition, men who do not forget our pas‘ 
and yet courageously face the changes of the present, men who unselfishly, even at the cos 
of failure, work for the common good, for a better and greater American democrat y.” 

The study of the thoughts of men who have influenced the thinking of the world produce 
for the earnest, openminded citizen a yardstick of truth by which the present generation ca! 
aspire to the nobility which the Cardinal described.—“Democracy Is a Living Thing,” Chicag 
Sunday Sun and Times, January 11, 1948. 
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T HAS BEEN observed repeatedly at the 
Nutrition Clinic of the Hillman Hos- 
pital, Birmingham, Alabama, that 

many adult patients seeking treatment 

for nutritional disorders have poor dental 
function. These observations are sug- 

gestive of a relationship between im- 

paired masticatory function and nutri- 

tional deficiency diseases.’ 

As early as 1895, the mechanical sig- 
nificance of proper mastication was 
demonstrated by G. V. Black.? By em- 
ploying a spring dynamometer to meas- 
ure the differences in pressure exerted 
during the process of mastication by 
natural and artificial dentures, he found 
that the pressures exerted by the molars 
of dentulous patients varied from 100 to 
150 pounds, whereas those for patients 
with complete artificial dentures ranged 
from 20 to 30 pounds. With the aid of a 
phagodynamometer, Black also deter- 
mined the amount of pressure required to 
masticate various kinds of food. Most 
meats and candies, for example, required 
from 15 to 80 pounds pressure, whereas 
raw vegetables required from 20 to 60 
pounds pressure. He concluded that, 
“these trials show them (artificial den- 
tures) to be sadly deficient in masticating 
power as compared to the natural or- 
gans.” Head,* in experiments similar to 
Black’s, utilized a gnathodynamometer 
with a sidewise triturating action rather 
than the up-down crushing action of the 
phagodynamometer, and found that the 
pressures needed to masticate foods by 


A CLINICAL SURVEY OF THE INCIDENCE OF 
IMPAIRED MASTICATORY FUNCTION IN 


PATIENTS OF A NUTRITION CLINIC 


Henry |. Greene, D.D.S.; Samuel Dreizen, D.D.S., and 
Tom D. Spies, M.D., Birmingham, Ala. 


these movements were lower than those 
reported by Black. The result of the vari- 
ous movements of the masticatory ap- 
paratus on ingested foodstuffs is the 
formation of a “semi-fluid mush.”* Leh- 
mann* found that by the time the desire 
to swallow is reached most foods have 
been comminuted to particles less than 
2 mm. in diameter. The reduction in size 
of the ingested food results in a great 
increase in the surface area, a factor 
which tends to increase the rate and de- 
gree of action of the digestive ferments. 

In addition to the mechanical com- 
minution of food, the masticatory move- 
ments serve to mix food with the di- 
gestive enzymes of the saliva and to stim- 
ulate reflexly a flow of gastric juice. This 
latter phenomenon was demonstrated by 
Pavlov’ in dogs and by Hornborg’ in 


Northwestern Dajvoutty studies in nutrition at the 
Hillman Hospital. From the Department of Nutrition 
and Metabolism, Northwestern University. These 
studies were supported by ts from the American 
Dry Milk Institute, Inc. and the Birmingham Citizens 
Committee. 

1. Spies, T. D., Rehsbiiicasion Through Better Nu- 
trition. "Philadelphia . B. Saunders Co., 1947. 

2. Black, y Ans Force Exerted in the Closure 
of the Jaws. D 9“... 37:469 (June) 1895. 

3. Head, J., The Human > Used as a Gnatho- 
dynamometer to Determine the Value of Trieuestion 
Mastication of Food. D. Cosmos 48:11:89 (Dec.) 

4. Cannon, W. B., The Mechanical Factors of Di- 
—. New York: Longmans, Green and Co., 1911, 
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of the Digestive Glands. London: Griffin and Co., 
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chanical Factors of Digestion. New York: Longmans, 
Green and Co., 1911, p. 10. 
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children with a gastric fistula. If we ap- 
ply either of the two principally accepted 
theories of enzyme action, that is, the 
Bayliss theory which postulates that the 
enzyme adsorbs the substrate, the chemi- 
cal reaction taking place at the interface, 
or the Michaelis theory which holds that 
there is a direct combination between the 
enzyme and the substrate,’ it would ap- 
pear that the greater the exposed surface 
area and the greater the flow of gastric 
juice, the more complete the enzyme ac- 
tion and the greater the amount of 
digestion. 

A number of observers have associated 
the loss of the natural dentition with di- 
gestive disorders. Musser,® Meyer 
and Necheles,"* and Rose and Gardner™ 
among others, have observed that elderly 
patients with dentures often restrict their 
diets to soft, starchy, carbohydrate foods 
because they are easier to chew. A diet 
limited in this manner may conceivably 
result in a protein deficiency."* Mann, 
Mann and Spies'* examined 160 mal- 
nourished edentulous patients and found 
that 112 suffered from disturbances of 
the alimentary tract. 

In view of these findings, it was de- 
cided to determine the incidence of im- 
paired masticatory function and dis- 
turbances of the alimentary tract among 
the dentulous and edentulous patients 
seeking treatment for nutritional dis- 
orders at a nutrition clinic. 


Materials and Methods 


Four hundred and forty-six patients 
were selected consecutively as they came 
for observation and treatment to the Nu- 
trition Clinic of the Hillman Hospital, 
Birmingham, Alabama. Each patient was 
given a thorough oral examination, and 
the findings recorded on a form (Fig. 
1). The presence or absence of each 
tooth was noted specifically. Each natural 
tooth was examined for the occurrence 
and extent of caries, quality of restora- 
tion, adherence of calculus and detritus, 
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amount of gingival recession, degree’ of 
mobility, depth of periodontal pockets 
and alignment of the dental arch. In 
completely edentulous patients, the time 
at which the last tooth had been ex- 
tracted was noted. If full artificial den- 
tures were present, the physical condi- 
tion, ridge adaptation, vertical dimension, 
occlusion and balance of the dentures 
were observed and recorded. In addition 
to the examination of the teeth, the gross 
appearance of the soft tissues of the ora! 
cavity was studied and any abnormal 
findings noted. A dietary and social his- 
tory and a questionnaire concerning the 
presence of alimentary tract disturbances 
completed the special examination. 

After the data were compiled, the 
patients were classified as edentulous or 
dentulous. The edentulous group was 
subdivided into: (a) patients who had 
ill fitting dentures, lacked one or both 
dentures or were unable to utilize their 
dentures efficiently because of oral dis- 
turbances, and (Bs) patients with well 
balanced, functional dentures. 

The patients with one or more natural 
teeth were divided into two subgroups on 
the basis of the efficiency of their masti- 
catory apparatus. This grouping was 
based on the standards used for accept- 
ance into military service under the Na- 
tional Selective Service Act of 1940. The 
subgroups consisted of: (a) those who 
had less than three opposing serviceable 


8. Tauber, H., Enzyme Chemistry. New York: John 
Wiley and 1937, Pp. 22. 


9. Musser. cited. Wohl, M. G.. in Dieto- 
Sounders Us., 1945. 
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10. Boas, E. P., Treatment of the Patient Past 
pad ed. 3. Chicago: Year Book Publishers, 1947, 
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the. ignificance of Salivary, Gastric and 
Pancreatic Secretion in the Aged. J.A.M.A. 115:2050 
(Dec. 14) 1940. 

12. Rose, M. S. and Gardner, E. W., The Banana 
as a Food for the Aged. /. Am. Dietet. A. 16:208 
(March) 1940. 

13. Johnson, -M., Diet in Older People 
Geriatrics 1:349 (Sepe -Oct.) 1946. 

14. Mann, A. W., Mann, Jane and Spies, T 
p'* Study of” Malnourished 
Patients. J.A.D.A. 32:1357 (Nov.-Dec.) 1945. 
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natural masticating (posterior) teeth and 
less than three serviceable opposing 
natural anterior teeth and (B) those who 
had three or more opposing serviceable 
natural masticating (posterior) teeth and 
three or more serviceable opposing nat- 
ural anterior teeth. The military stand- 
ard was modified by including, in the 
latter group, patients with less than the 
stated number of serviceable natural 
teeth, who had well balanced functional 
partial dentures, full dentures or fixed 
bridges replacing their missing teeth. 

The (A) groups of edentulous and 
dentulous patients were then considered 
in a final grouping as patients who were 
in masticatory insufficiency,’® as opposed 
to the (s) groups who had either arti- 
ficial or natural well functioning den- 
tures. 

From the data obtained in the ex- 
amination, the percentage of edentulous 
patients in this study was determined and 
the results compared with statistics of two 
survey studies on cross-section popula- 
tion, one by Brekhus’* and one by Walls, 
Lewis and Dollar.** The figures Brekhus 
presented were obtained from a survey 
of 9,450 patients attending the clinic of 
the College of Dentistry of the Univer- 
sity of Minnesota. These patients were 
from all socio-economic groups and 
ranged in age from 15 to 70 years. The 
figures presented by Walls, Lewis and 
Dollar were based on a study of 7,541 
patients selected from the various geo- 
graphic areas of the United States pro- 
portional to the population of each sec- 
tion; all economic levels were included; 
and the age distribution of their subjects 
closely followed the age distribution of 
the general population. The data for 
the edentulous cases were given for each 
economic level. In order to obtain a gen- 
eral sampling for purposes of compari- 
son with the findings recorded in this 
study, an average percentage was com- 
puted of the four economic levels of each 
age group included in the survey of 
Walls, Lewis and Dollar. 
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Observations 


Age, Sex and Race.—From the data ob- 
tained, it was found that the age range 
of the 446 patients studied was from 12 
to 87 years. Three hundred and forty 
were females and 106 were males. 
Twenty-six of the females and 5 of the 
males were Negroes. 

Two hundred and sixty-eight, or 60 
per cent, of the patients were edentulous. 
Of these, 187 were white females, 13 
were negro females, 66 were white males 
and 2 were negro males. 

Of the 178 dentulous patients, 127 
were white females, 13 were negro fe- 
males, 35 were white males and 3 were 


negro males. 


Masticatory Insufficiency—Of the 268 
edentulous patients, only 49 had well 
balanced and functional dentures, where- 
as the remaining 219 (81.4 per cent) 
were in masticatory insufficiency. Eighty- 
two of the 178 dentulous patients had less 
than three occluding posterior or anterior 
teeth with no functional prosthetic re- 
placement for the missing teeth. 

A graphic representation of the dis-- 
tribution of patients with functional ar- 
tificial or natural dentures and those in 
masticatory insufficiency is shown in 
Figure 2. The upper level of the graph 


15. Masticat 
the Nutrition inic to 
condition 


sufficiency, but merely that the insufficiency exists. 
conditi prevail: (1) 

any tions : 
not well balanced, which im 
so that mastication is painful, or which, because of 
extensive abrasion of the teeth or extensive ion 
of the alveolar ridges, do not restore the i di- 
mension and result in a closed bite; (2) he is edentu- 
lous without artificial dentures or has only one den- 
ture; (3) he is dentulous but has less than three 

serviceable natural masticating teeth and 
ya opposing serviceable natural anterior teeth, 
without functional replacements such as partial - 
tures, full dentures or fixed bridges. 

16. Brekhus, P. J., A 3} on a Statistical In- 
vestigation on the uman Teeth. J.A.D.A. 
15:679 (April) 

a Walls, R. M., d Dollar, 

tudy of ‘the Dental Notas ‘Adults in the 
ym Chicago: American Dental Association, 1940. 
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DISTRIBUTION OF 446 CONSECUTIVELY SELECTEO PATIONTS 
OF THE NUTRITION CLINIC 
ACCOROING TO AGE ANDO MASTICATORY FUNCTION 
r 


446 PATENTS 


OF 
® 


AGt Gaours 


Figure 2 


represents the total number of patients 
studied in each five-year age group from 
10 to go years. The lower level demon- 
strates the number of patients, in each 
five-year age group, possessing functional 
artificial or natural dentures. The differ- 
ence between the two levels indicates the 
number of patients in masticatory insuf- 
ficiency, and is denoted by the shaded 
area on the graph. Three hundred and 
one, or 67.8 per cent, of all the patients 
examined were in masticatory insuffi- 
ciency. Of the 368 patients over the age 
of 40, 276, or 75.0 per cent, had inade- 
quate dental function. It was observed 
that the incidence of masticatory insuf- 
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ficiency increased with an advance in 

age. For example, of the 63 patients in 

the age group between 66 and 70 years, 

58, or 92.1 per cent, were in masticatory 
ency. 


Disturbances of the Alimentary Tract.— 
The data obtained from our interroga- 
tions concerning disturbances of the ali- 
mentary tract are summarized in Table 1. 
There was a total of 559 complaints re- 
ferable to the alimentary tract in the 301 
patients who were in masticatory insuf- 
ficiency, in contrast with 230 complaints 
in the 145 patients who had well func- 
tioning dentures. The group of patients 
in masticatory insufficiency had the fol- 
lowing distribution of complaints: 18 
had a “dry mouth” (xerostomia) , 44 had 
a “scalded tongue” (glossodynia), 95 
complained of a sore mouth, 110 had 
anorexia, 105 had “stomach aches” (gas- 
tralgia) and 187 were constipated. Of 
the 145 patients with well functioning 
dentures, the distribution of complaints 
was as follows: 5 had a “dry mouth” 
(xerostomia), 14 had a “scalded tongue” 
(glossodynia), 24 complained of a sore 
mouth, 45 had anorexia, 69 had “stom- 
ach aches” (gastralgia) and 73 were 
constipated. Many of the patients had 
more than one complaint. In Table 1, it 
will be seen that one or more disturb- 


Table |.—Distribution of disturbances of alimentary tract in 446 patients examined consecutively 
at the nutrition clinic 


Masticatory insufficiency 


Well functioning artificial 


(Total: 301) or natural dentures 
Type of complaint (Total: 145) 
Per cent of Per cent of 
Patients total Patients total 


Dry mouth 18 
Scalded tongue 44 
Sore mouth. .... 95 
Anorexia...... 110 
Stomach aches. 105 
Constipation 187 


Any alimentary tract complaint... . 255 


5.9 5 3.4 
14.6 14 9.6 
31.5 24 16.5 
36.5 45 31.7 
34.8 69 47.6 
62.1 73 50.3 
84.7 107 73.7 
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DISTRIBUTION OF THE AGES AT which 
266 EDENTULOUS PATIENTS OF 
THE NUTRITION Comic 
HAD THEIR FINAL EXTRACTIONS 


246 PATIONTS BR 
268 LOENTULOUs PATIENTS “A 


soo 4 


OF PAT ENTS 


numote 


AGE GROUPS (YEARS) 


Figure 3 


ances of the alimentary tract were 
present in 255, or 84.7 per cent, of the 
301 patients who were in masticatory 
insufficiency, and in 107, or 73.3 per 
cent, of the 145 patients with well func- 
tioning dentures. It will be noted that, 
with the exception of gastralgia, the 
percentage of each disturbance was 
higher in the group of patients in masti- 
catory insufficiency than in those with 
well functioning artificial or natural den- 
tures. 


Edentulous Patients in the Nutrition Clinic 
and in Cross Section of Population. —The 
age at which each edentulous patient 
had his last extraction is plotted in five- 
year age groups on the graph in Figure 3. 
It was found that a bell shaped distribu- 
tion curve was formed. The summation 
curve of all the male and female edentu- 
lous patients demonstrates that the age 
at which the clinic patients became 
edentulous reached a peak between the 
ages of 46 and 5¢@. Forty-four of the 268 
patients had the extractions which made 
them edentulous between the ages of 46 
and 50. The peak of the distribution 
curve for the edentulous male patients 
corresponded to that of the group as a 
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whole. The height of the female distribu- 
tion curve, however, was reached be- 
tween the ages of 36 and 40, ten years 
before that of the males. Seventeen per 
cent of the females became edentulous 
between the ages of 36 and 40, and 19.1 
per cent of the males between the ages 
of 46 and 50. 

Table 2 shows a comparison of the 
percentages of male and female edentu- 
lous patients between the ages of 15 and 
75 in our group of 446 subjects with the 
percentages Brekhus obtained in a sur- 
vey of 9,450 patients attending the clinic 
of the College of Dentistry of the Uni- 
versity of Mirinesota.’* It will be noted 
that only in the jo year male group 
were our percentages lower than those 
of Brekhus. In every other age group 
compared, the percentage of edentulous 
patients in the group studied in the Nu- 
trition Clinic was considerably higher 


‘than the corresponding Minnesota group. 


The percentages of male and female 
edentulous patients in the Economics 
Committee survey'’ and our study are 
compared in Table 3. Up to the 35 year 
age group in males, our percentages were 


Table 2.—Comparison of the percentages of 
edentulous patients, male and female, between 
the ages of 15 and 75 of a survey group 
(Brekhus)* with those in a survey of 446 patients 
examined consecutively at the nutrition clinic 


Male Female 
Age 
GroupT | 

/Brekhus | | N.C.S.t |Brekhus | N.C.S. 
20 0 0 0 0 
40 | 13 25 20 34.4 
| 39 59.5 
oO | 4 | 76.8 
70 | 81.0 76 | 80.6 


| 


*Based on a survey of 9,450 patients of the clinic of 
the University of Minnesota Dental School. 
+Median age for each 10-year group; that is, 20 rep- 
resents all patients between 15 and 24 years, go repre- 
sents all patients between 25 and 34 years, etc. 
tNutrition Clinic Survey. 
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Table 3.—Comparison of the percentages of full upper and full lower edentulous cases of a cross 
section population group* with the percentages of full upper and full lower edentulous cases in 444 
patients examined consecutively at the nutrition clinic 


Females 


tn 


| 


Minn AN 


WW 
SON 


we 


*Based on a survey conducted by the Economics Committee of the American Dental Association.” 


tEconomics Committee Survey. 
tNutrition Clinic Survey. 


lower due to the fact that no edentulous 
men below the age of 35 applied for 
treatment at the Clinic. In the groups 
over 35 years of age, however, our per- 
centages were so much higher than those 
of the cross-section study that in some 
cases there was a difference of over 40 
per cent in corresponding age groups. 
The higher percentage in our female 
group was maintained in every age group 
over 25 years. 

The differences between our findings 
and those of Brekhus'® and Walls, Lewis 
and Dollar’ are represented graphically 
in Figures 4 and 5 respectively. It will 
be noted that in some age groups, our 
percentages are 100 per cent higher than 
the corresponding groups with which 
they are compared. 


Discussion 
This. study shows that a significant 


difference exists between the percentage 
of edentulous patients in the Nutrition 


Clinic and in the general population. 
While patients of the Nutrition Clinic 
constitute a special group, in so far as 
they are suspected of having nutritional! 
ills, they also constitute a sampling of the 
general population since the Clinic is 
open to all races, all economic levels and 
all ages. 

The greater number of edentulous pa- 
tients in the Nutrition Clinic, and the 
high percentage of these edentulous 
patients (81.4 per cent) having inade- 
quate function of their dentures, seems 
to indicate the existence of a close rela- 
tionship between masticatory insuffi- 
ciency and nutritive failure. Which one 
of these is the cause for the other is 
purely speculative. With inadequate 
comminution due to pain from poorly) 
fitting dentures, lack of dentures or an 
insufficient number of occluding pos- 
terior teeth, the food ingested may not 
be utilized fully by the body. Such a 
condition, especially in the lower eco- 
nomic levels where food is scarce, could 
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E.C.S.t | N.C.S.t | NUS. 263. 7 | N.C.S 
15.19 1 3 0.0 | 0 0.0 0 0.0 ; 
20.24 1.6 00 ? 00 
25.29 22 0.0 I 00 | 4 | 100 
30.34 7.1 0.0 6 0.0 | 6 ee ie. 
35.39 16.7 00 16 6 10 | 250 
40.44 19.0 50.0 0 18 
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be significant. Of the 446 patients 
studied, 359, or 80.5 per cent, lived under 
substandard conditions. Taking the other 
view, however, nutritive failure may 
cause a draining of the resources of the 
body. Calcium and phosphorus are sub- 
ject to withdrawal from the bones. An 
excessive withdrawal of these minerals 
could lead to resorption of the alveolar 
ridges with resultant ill fitting dentures. 
Furthermore nutritive failure, with its 
attendant effects on the oral mucosa, will 
often render well balanced dentures non- 
functional because of tissue sensitivity. 
Either of these hypotheses can be ap- 
plied. The relationship, therefore, would 
seem to be cyclic in nature. 

Although there was no significant dif- 


COMPARISON OF THE PERCENTAGES 
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ference between the incidence of dis- 
turbances of the alimentary tract in 
patients in masticatory insufficiency and 
in those with well functioning dentures, 
there was a greater percentage of each 
complaint, except “stomach aches,” in 
the group with inadequate dental func- 
tion. Since all of these patients were 
applying for treatment in the Nutrition 
Clinic, however, it would be expected 
that disturbances of the alimentary tract 
would be present in many patients 
whether their dentition was adequate or 
not. It would be interesting, however, to 
compare these findings on alimentary 
tract disturbances with those of a similar 
survey carried out on an adequately 
nourished cross section of the population. 


OF COMPLETELY EDENTULOUS PATIENTS 


IN 9,450 PATIENTS OF THE UNIVERSITY OF MINNESOTA DENTAL SCHOOL (BREKHUS) 


WITH 446 CONSECUTIVELY SELECTED 


EDENTULOUS 


PER CENT OF AGE GROUP 


25-34 35°44 45-54 55-64 65-14 
AGE GROUPS (YEARS) 


PATIENTS OF THE NUTRITION CLINIC 


FEMALES 


PER CENT OF AGE GROUP - EDENTULOUS 


25-34 35-44 45-54 55-64 65-74 
AGE GROUPS (YEARS) 


LEGEND 
~ PATIENTS OF THE NUTRITION CLINIC 
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COMPARISON OF THE PERCENTAGES OF FULL UPPER AND FULL LOWER 


EDENTULOUS PATIENTS IN 7,541 
WITH THE PERCENTAGES 


oF 


FEMALES 


Tucows 


AGE GROUP - 


pee cent 
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Summary and Conclusions 


1. Four hundred and forty-six con- 
secutively selected patients of the Nutri- 
tion Clinic were given a complete oral 
examination. Two hundred and sixty- 
eight of these patients were edentulous; 
178 were dentulous. Of the 268 edentu- 
lous patients, 219 had either ill fitting 
dentures, conditions which pre- 
vented the efficient use of the dentures, 
or only one or no artificial dentures. Of 
the 178 dentulous patients, 82 had less 


oral 


than three occluding anterior and pos- 
terior teeth and no functional prosthetic 
replacements for their missing teeth. 

2. As is shown in Figure 3, the age 
range in which the greatest number of 
the edentulous women in this study had 
their final extraction was between 36 and 
40 years. The height of the distribution 
curve of the age of final extraction for 
edentulous men occurred between 46 and 
50 years, a decade later than that for 
the women. The peak of the summation 
curve, which included both men and 
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women, fell between forty-six and fifty 
years. 

3. Except in the 30 year male group, 
the percentage of edentulous males and 
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Walls, Lewis and Dollar, the source of 
which was patients of private prac- 
titioners, the percentages of edentulous 
males and females in the Nutrition Clinic 


were higher in all age groups above 
thirty-five (Fig. 5). 

5. These observations support our 
hypothesis that an intimate relationship 
exists between impaired masticatory 
function (masticatory insufficiency) and 
general nutritive failure. 


females in the Nutrition Clinic was 
higher, in each ten year age group from 
15 to 75, than those of Brekhus’s figures, 
the source of which was patients of the 
clinic of the University of Minnesota 
Dental School (Fig. 4). 

4. In contrast with the figures of 


Health for the People —Quict-spoken, forthright, and tireless despite his years, Leo Eloesser, the 
former Professor of Surgery, addresses the gathering. “Too long,” he says, “have health and 


medical care been the privilege of the chosen few; too often have we doctors . . . shut our- 
selves up in ivory towers, intent on developing our dexterity and jugglery instead of going 
down among the people and attending to their wants. . . . But a new era is dawning.” He con- 
tinues: “Yes, health of the people can be achieved. Achieved not by complicated and costly 
methods of surgical operations done in electrically equipped and air-conditioned operating 
rooms, but by ordinary means within the grasp of every man; by killing flies and lice, by 
properly disposing sewage, by cleanliness and decent living. . . . This demanding warlord, 
disease,” he concludes, “can be conquered, not by bribing him to grant a few privileges, but 
by having the mass of the people make an onslaught on his stronghold. . . . Is this too fantastic 
i vision? No, not if one has faith in the people!”—“Ivory Towers,” WHO Newsletter, No. 6, 
April 1949 
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A ROENTGENOGRAPHIC SURVEY OF PERIODONTAL 


C. D. Marshall Day,* Ph.D., D.M.D., and K. L. Shourie,} M.Sc., M.B., M.D.S. 


ease in India is a matter of common 

observation. All types are represented, 
from the simple gingivitis involving the 
soft tissues alone to the destructive perio- 
dontoclasia characterized by extreme al- 
veolar bone resorption. 

In a consideration of the relationship 
of periodontal disease in all its phases 
to constitutional disturbances, it must be 
remembered that these oral disease con- 
ditions are often a definite manifestation 
of a general disorder projected through a 
disturbed or faulty metabolism. Such sys- 
temic disorders as diabetes mellitus, ne- 
phritis, the various blood dyscrasias, endo- 
crine disturbances, pregnancy and dietary 
deficiencies, usually will be accompanied 
by a typical oral manifestation which 
must be differentiated from other forms 
of oral and periodontal disease exhibiting 
an obvious local cause. It is now generally 
accepted that periodontal lesions may be 
either local or systemic in origin. It is 
probable, however, that the common 
local etiologic factors, including mechan- 
ical irritation such as calculus formation 
and food impaction, diminished mastica- 
tory function, infection and malocclusion, 
are merely exciting causes superimposed 
upon a systemic condition which pre- 
disposes to a breakdown of the supporting 
structures of the teeth. It is for this reason 
and because of the danger of internal in- 
fection from periodontal foci that infec- 
tion.of the oral mucosa and bony support- 
ing structures presents a medicodental 
problem of considerable importance. 

Clinical observation and investigation 
supported by laboratory findings have 


|‘: high incidence of periodontal dis- 


proved conclusively that infections in an 
around the dental organs are capable o! 
producing pathogenic changes in othe: 
parts of the body, and that these septi: 
foci may become the source of general 
systemic infections. From their incipient 
stages of gingival inflammation, perio- 
dontal diseases have been shown to be re- 
sponsible for a constant absorption of 
toxins and bacteria into the circulator, 
system. In later stages of the disease, with 
the deepening of the gingival crevic: 
through destruction of the periodontal! 
membrane and alveolar bone, resistanc: 
to bacterial growth is lowered because o! 
stagnation and food accumulation and 
the presence of extensive areas of necrotic 
tissue. Toxic absorption from these areas 
is increased by the pumping action o! 
mastication or other traumatic interfer- 
ence. Remote effects may be infectious 
arthritis or fibrositis and damage to the 
liver, kidneys or other susceptible tissues 
Bacteremia may produce remote osteo- 
myelitis or change a simple to a bacteria! 
endocarditis." Periodontal disease ha: 
been shown to play an important role i: 
the causation of eye disorders, duodena| 
ulcer, myositis and neuritis, anemia an: 
various other diseases of the gastro 
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intestinal, genito-urinary, respiratory and 
nervous systems.” * * % 

In view of the high incidence of perio- 
dontal disease suspected to exist in India, 
its importance in internal medicine and 
in its wider aspect as a public health 
problem, the Dental Research Unit, 
Indian Research Fund Association, re- 
cently began a study of this disease in its 
various phases. A report has been pub- 
lished on the incidence of hypertrophic 
gingivitis in Indian children and adoles- 
cents.® The present investigation was de- 
signed to study the conditions of marginal 
periodontitis and periodontosis, in both of 
which the bony supporting structures are 
involved as well as the soft tissues, and to 
establish the age of onset of alveolar bone 
destruction, the type of disease and the 
relative degree of involvement in the 


various age groups. 
Materials and Methods 


A careful clinical examination of the 
mouth, including observation of the con- 
dition of the gingivae, pus formation, 
pocket depth and tooth mobility, can 
furnish much valuable information re- 
garding the health or disease of the sup- 
porting structures of the teeth; but from 
the prognostic as well as the diagnostic 
viewpoint, the roentgenogram is indis- 
pensable. The chief value of the dental 
roentgenogram is in the diagnosis and 
classification of pathologic processes in 
the alveolar bone. In a clinical examina- 
tion the presence of periodontal pockets 
and bone resorption frequently is over- 
looked, particularly in the early stages. 
The success of treatment in periodontal 
disease largely depends on early recogni- 
tion and differentiation of the various 
disease processes, and the roentgenogram 
will make it possible to recognize the 
disease in its incipiency. Also it provides 
an exact and permanent record of bone 
conditions. Particularly from the prog- 
nostic viewpoint roentgenographic differ- 
ences in alveolar bone type and texture 
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often are of more significance than the 
amount of bone remaining, and the pres- 
sence or absence of the normal cortical 
layer frequently is more important than 
the relative degree of resorption of the 
alveolar crests. 

For these reasons it was planned to 
carry out a roentgenographic survey of a 
representative population group between 
the ages of 9 and 60 years. The group 
comprised 538 males (civilians and po- 
lice) and a small group of 30 females, 
making 568 subjects in all, none of whom 
was a hospital patient. For some members 
of the group a full-mouth intra-oral 
roentgenographic survey was made of all 
upper and lower teeth and alveolar 
ridges; of others, roentgenograms were 
taken to include the teeth and alveolar 
ridges of the lower jaw and the upper 
incisor and cuspid regions, a limitation 
rendered necessary by the scarcity of den- 
tal x-ray film in India at the time. The 
bone resorption figure for each subject 
was based on an examination of the whole 
of the lower alveolus and the incisor and 
cuspid region of the upper jaw. Fre- 
quently it is impossible to obtain a satis- 
factory view of the labial, buccal and 
lingual bone loss in a roentgenogram, 
therefore the assessment of the degree of 
resorption must be based on the degree of 
involvement of the interdental bony crests 
of the alveolus; but with this necessary 
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qualification, the method may be con- 
sidered sufficiently accurate to give a rea- 
sonably correct average resorption figure 
for each individual age or age group. 

The degree of bone resorption was 
graded from o te 10. The number “10” 
denotes complete loss of alveolar bone as 
far as the root apex, “5” indicates loss of 
half the alveolar support, and “1” de- 
notes just sufficient bone loss to be visible. 
Intermediate numbers denote correspond- 
ing degrees of bone loss." The summation 
of the various figures for each area exam- 
ined gives the resorption score for each 
subject and this total divided by the num- 
ber of areas examined, the average degree 
of bone resorption or resorption figure. In 
the same way, the average resorption fig- 
ure for any age group may be determined. 

Data also were sought relative to the 
average minimum and maximum resorp- 
tion in the various age groups, the type of 
resorption, the relative incidence of the 
horizontal and vertical types, uniformity 
of bone density and the presence or ab- 
sence of the cortical layer. The incidence 
of hypercementosis and of. migration of 
the anterior teeth were also noted. From 
the information obtained, figures were 
tabulated representing the relative inci- 
dence of marginal periodontitis, perio- 
dontosis and the syndrome of the two 
types. Consideration was also given to sex 
incidence. 


Results and Discussion 


1. Incidence of Bone Resorption.—Recent 
investigation has disclosed an extremely 
high incidence of gingivitis, ranging from 
99.43 to 73.73 per cent, amongst Indian 
children and adolescents.* The gingivitis 
was mainly of the hypertrophic type. It 
is impossible to state at this stage whether 
this gingival condition has a common 
origin with alveolar bone destruction, 
which is equally prevalent in later life, 
perhaps through specific nutritional de- 
ficiency or other metabolic disturbance, 
endocrine dysfunction or some other gen- 
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eral or local cause. It is significant, how- 
ever, that the two disease conditions occu 
in associated tissues, that in Indian sub 
jects the incidence of both is extreme!) 
high, and that as the incidence of hyper 
trophic gingivitis decreases with age, tha: 
of periodontal bone resorption increase: 
Furthermore, with the apparent deepen- 
ing of the gingival crevice by tissue over- 
growth, pockets and stagnation areas ar: 
created which favor bacterial growth and 
thus lead to contamination and to the 
ultimate breakdown of adjacent tissues, 
the periodontium and alveolar bone, 
particularly in subjects with a condition 
of physiologic bone weakness. It is because 
of the possibility of this relationship that 
the present investigation into the inci- 
dence and age of onset of the bone re- 
sorption process follows as a natural cor- 
ollary to our previous studies on the 
incidence of gingivitis. 

Comparatively few references have 
been found in the available literature 
regarding the incidence of periodonta' 
disease in representative groups in othe: 
countries. Black’ gives the following fig- 
ures for the incidence of periodontal in- 
fections in various age groups: 20 to 24 
years, 13 per cent; 25 to 29 years, 29 pe! 
cent; 30 to 39 years, 68 per cent; 40 to 
49 years, 77 per cent; 50 years and over, 
88 per cent. McCall** and Brucker™ re- 
port the strikingly different figures of 98 
per cent and 8.7 per cent respectively fo: 
the incidence of gingivitis among groups 
of American children. Using severe diag- 
nostic criteria, King’* reported figures 
ranging from 56 to 98 per cent fo: 
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the incidence of gingivitis among groups 
in Great Britain. Broderick subscribes 
to the view that “pyorrhea is un- 
known in childhood, rare in the teens 
and twenties and not common under 
forty years of age.’®’ Masuda states that 
periodontal! disease occurs infrequently in 
the mouths of persons under twenty-five 
years but that thereafter the percentage 
increases with advancing years.’* In post- 
war Italy, Schour and Massler’’ found 
that the incidence of gingivitis ranged 
from 40 per cent (6-10 years) to 98 per 
cent (51-60 years). 

In a group of 1,054 Indian boys from 
9 to 17 years of age, we have found only 
six subjects free from gingival disease, the 
average incidence for all age groups being 
99.43 per cent. A clinical examination 
without the use of roentgenograms re- 
vealed a 62 per cent incidence of chronic 
suppurative periodontitis in a group of 
Indian males below the age of 30 years. 
his figure increased to 90 per cent in 
the 40 to 50 age group.*® 

In the present investigation the roent- 
genographic criteria adopted as evidence 
of beginning periodontal disease were 
marginal thickening of the periodontal 
membrane, thinning of the lamina dura 
periodontal lamina) and visible de- 
crease in density of the alveolar bone. 
Care must be taken to differentiate be- 
tween the pathologic process of resorption 
ind lack of normal density due to in- 
complete calcification of the interdental 
lveolar crest following recent eruption 
s, for example, between the first and 
econd molar for a considerable period 
iter the eruption of the latter. Of the 60 
ubjects in the 13 to 14 age group, only 
hree showed normal calcification and 

ne density in this region. 

On the above basis of assessment, the 
cidence of bone resorption found roent- 

nographically in the group under in- 

‘tigation is shown in Table 1. It will 

seen that, despite the high incidence 

gingival disease in Indian subjects at 

ery early age, no evidence of actual 
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Table 1.—Incidence of alveolar bone resorption 


Percentage 
with bone 
resorption 


Subjects 
with bone 


resorption 


Subjects 
studied 


Age 
group 


9-12 95 
13-14 60 
15-16 30 
17-60 353 


8.33 
40.00 
100.00 


Total 538 68.77 


bone resorption was found in the 95 cases 
examined between the ages of 9 and 12 
years. Of the 60 subjects examined in 
the 13 to 14 age group, 5, or 8.33 per cent, 
were affected. Thirteen years therefore 
must be considered as the earliest age of 
onset of the resorption process. In the 
15 to 16 age group, 40 per cent were 
affected; and 100 per cent of the 353 
subjects in the various age groups from 
17 to 60 years showed roentgenographic 
evidence of alveolar bone resorption. 
Thus, of the total of 538 subjects from 
9 to 60 years, in 370, or 68.77 per cent, 
the bone resorption process had begun 
or was well advanced. 

It is clear from these incidence figures 
that the use of the roentgenogram is 
essential for a complete oral examination, 
even at a very early age, if we are to be 
able to recognize at their inception these 
disturbances in the periodontium. The 
presence or absence of normal bone cortex 
and the early occurrence or relative de- 
gree of alveolar bone destruction cannot 
be defined by a clinical examination 
alone. Too often the use of roentgeno- 


15. Broderick, F. W. 
St. Louis: The C. V. Mosby Co., 1939, p. 265. 

16. Masuda, B. T., Medico-dental Aspects of Perio- 
dontal Disease. Dent. Items Int. 68:215 (March) 1946. 

17. Schour, I., and Massler, M., Gingival Disease in 
Postwar Italy (1945): 1. Prevalence of Gingivitis in 
Various Age Groups. J.A.D.A. 35:475 (Oct.) 1947. 

18. Day, C. D. M., and Shourie, K. L., Incidence 
of Periodontal Disease in Punjab. Indian J. M. Research 
32:47 (May) 1944. 
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grams in the diagnosis of periodontal dis- 
ease is confined to the adult patient be- 
cause of the mistaken idea that it is a 
disease of middle age. It is here shown 
that in Indian subjects periodontal disease 
has its incipiency in childhood and that 
after the age of 16 years the process of 
alveolar bone resorption is almost uni- 
versal. 

Figures 1 to 5 illustrate the marked 
degree of resorption of the alveolar bone 
found to occur in Indian subjects even at 
a very early age. 


Fig. 2.—Anterior teeth 
of a girl 19 years of 
age. The alveolar bone 
around the upper right 
central incisor as 
completely disap- 
peared and rarefaction 
has already taken 
place beyond the root 
apex. It is possible that 
the placing of the gold 
crown on the lateral 
incisor for purposes of 
adornment may have 
accentuated the proc- 
ess of resorption in this 
region, although it will 
be seen that extensive 
resorption oc- 
curred also around 
the lower incisors. 
(The radiopaque ob- 
ject apparently lying 
in the maxilla is the 
image of a nose ornament.) Migration of the 
anterior teeth had already occurred 
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Fig. 1.—Bicuspid and molar region of the 

alveolar bone, showing severe periodontosis in 

a girl 14 years of age. Migration of the anterior 
teeth had already occurred 


2. Degree of Alveolar Bone Resorption.— 
For a proper understanding and evalua- 
tion of the relative periodontal condition 
in any individual or age group, it is neces- 
sary to take into consideration the degree 
of bone involvement in each case. As al- 
ready outlined, for the purpose of obtain- 
ing a bone resorption figure for any region 
examined and an average disease figure 
for any subject or group, values wer: 
assigned from 1 to 10 according to th: 
degree of bone loss. 

No bone resorption was observed roent- 
genographically in the 95 subjects exam- 
ined in the 9 to 12 age groups. Table 2 
shows the data relative to the degree o! 
alveolar bone resorption in the 443 sub- 
jects examined in the various age grou} 
from 13 to 60 years. The bone resorptio 
score for any individual or group is th 
summation of the numbers assigned fo: 
each alveolar region examined. Therefore 
the bone resorption score divided by th: 
number of regions examined will give th: 
average degree of bone resorption for a 
individual or group, or the bone resorp 
tion figure. 

In column five of the table, this figur 
is given for the seventeen age groups b: 
tween 13 and 60 years. It will be see: 
that from 13 to 34 years there is a regula 
and progressive increase in the averag 
degree of bone resorption. From 34 | 
60 years, while still showing a gener: 
tendency to increase, the resorption figu: 
shows some irregularity. These facts a1 
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well illustrated in the line graph (Fig. 6) 
and for a different series of age groupings 
in the bar diagram (Fig. 7). This irregu- 
larity in the higher age groups can be 
accounted for by the difference in the 
percentage of subjects in which teeth had 
been extracted. Of the 322 subjects in 
the age group 33 to 34 and under, only 
:1, or 9.63 per cent, had had a varying 
number of extractions, whereas in the 121 
subjects over 34 years of age, 57 or 47.11 
per cent already had suffered extractions. 
Furthermore, the average number of 
extractions per subject was greater in the 
older groups. Although in many cases it 
was Known that the teeth had been lost 
through periodontal disease, it was im- 
possible for obvious reasons to assign a 
bone resorption figure to those regions. 
Had this been possible, and if we had 
been able to include in our assessment 
that higher percentage of completely 
edentulous cases which is known to occur 
t those advanced ages, the curves would 
loubtless have been more uniform and 
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the average bone resorption for the higher 
age groups materially increased. These 
unavoidable sources of error also would 
have particular significance in the groups 
containing a relatively small number of 
subjects. 

In all age groups from 23 to 24 years 
and upwards, subjects were found with 
maximum degree of bone resorption (10) 
extending as far as the root apex in one 
or more areas. Even at 13 years of age, 
a subject was found with the number “6” 
assigned to one of the areas examined, 
indicating resorption of more than half 
the alveolar bone in that region. 

Other columns in Table 2 show the 
average minimum resorption to vary from 
Oo in the 13 to 14 age group to 1.57 in the 
50 to 60 group, and the average max- 
imum resorption from 0.24 in the 13 to 
14 group to 5.93 in the 50 to 60 age 
group. 

The final column in Table 2 shows 
that, although the highest average de- 
gree of alveolar bone resorption found in 


-Marked general alveolar bone resorption in a female subject 23 years of age 
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any subject shows a general tendency to 
increase with age, the figure for any indi- 
vidual is not necessarily in accordance 
with age. For example, a subject in the 
13 to 14 age group was found with a 
higher degree of resorption than any in 
the 17 to 18 age group; and a subject in 
the 25 to 26 age group with a higher 
figure than any in the 37 to 38 age group. 
In this connection also it must be remem- 
bered that edentulous cases have not been 
considered. 


3. Regions of Maximum and Minimum Bone 
Resorption.—All of the subjects in the 9 
to 12 age group, 91.5 per cent in the 13 
to 14 age group and 60 per cent in the 
15 to 16 age group showed an absence 
of alveolar bone resorption. For this 
reason, a comparison of the regions 


showing the minimum and maximum 
resorption was confined to subjects from 


Fig. 4. 


Periodontosis in a male patient 27 years of age. In the films shown, 
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17 to 60 years of age. Roentgenograms o{ 
the upper bicuspid and molar region wer: 
not made in all casts, but from the 
number of cases for which records were 


. kept, it would seem that this region was 


involved with approximately the same 
average frequency and to the same de- 
gree as the corresponding lower region. 
Tables 3 and 4 show respectively the 
regions of minimum and maximum al!- 
veolar bone involvement in the various 
age groups. The number of times each 
region shows the minimum and max- 
imum degree of bone resorption, either 
singly or in combination with other areas. 
is tabulated in Table 5 in order to dem- 
onstrate the order of frequency for the 
whole group. Of the areas examined, the 
lower bicuspid region of the alveola: 
bone would appear to be the most re- 
sistant to the process of resorption and 
the lower molar region, closely followed 


the resorpti 


process is markedly irregular, having reached beyond the root apex of the lower left centra 
incisor and beyond the bifurcation of the molar roots, while the alveolar bone in the bicuspi 
region is much less affected. The supporting bone of the maxillary right central incisor is muc 
less disturbed than that of the corresponding left incisor which showed extrusion and migratior 
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by the lower incisor area, the most suscep- 
tible to destruction. 

Certain variations from this order will 
be noted in individual groups. In the 
older groups, for exampie, the maximum 
degree of bone resorption is found more 
commonly in the incisor region, partic- 
ularly the lower, than in the molar region. 


4. Type of Bone Resorption.—In the past 
the term “pyorrhea” too commonly has 
been used to denote that great variety 
of disease conditions which affect the 
periodontium. This term is now consid- 
ered inadequate. From its derivation the 
name means a “flow of pus,” yet it is 
well known that serious disturbances of 
the periodontal tissues may occur and 
teeth frequently be lost from diseased 
supporting structures without the macro- 
scopic presence of pus. 

The various disease conditions of the 
periodontium therefore should be care- 
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fully differentiated, and for this purpose 
a roentgenographic study of the nature of 
bone resorption is of importance, not only 
as a means of classifying alveolar types in 
periodontal disease, but also from the 
viewpoint of prognosis. 

Usually it is possible to differentiate the 
types of alveolar bone atrophy, though 
difficulty in diagnosis sometimes may be 
experienced by the superimposition of one 
type upon another. Of great importance 
in diagnosis and prognosis is the roentgen- 
ographic differentiation between the hor- 
izontal or marginal type and the vertical 
or diffuse type. The relative frequency of 
occurrence of these two types in the 
various age groups is shown in Table 6. 
Where both types occurred in combina- 
tion, the case was classified according to 
the type which predominated. 

Of the 443 subjects examined between 
the ages of 13 and 60, 73 showed no bone 
resorption. Of the 370 cases which 


Fig. 5.—Active resorption of the crests of the alveolar bone in a 22 year old female subject. Re- 
sorption ts of the irregular type with marked vertical destruction of the alveolar bone around 
the left mandibular lateral incisor. Calculus was almost entirely absent 
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showed roentgenographic evidence of al- 
veolar resorption, in 245 or 66.22 per 
cent the horizontal or marginal type pre- 
dominated, while in 125, or 33.78 per 
cent, the predominant characteristic was 
resorption of the vertical or diffuse type. 

The presence or absence of a normal 
bone cortex over the septal alveolar crest 
is of particular roentgenographic signifi- 
cance. Normally this cortical layer, seen 
as a white line in an x-ray film, forms a 
protective layer over the crest of the al- 
veolar wall and dips down to line the al- 
veolus. Even in the absence of roentgen- 
ographic evidence of bone resorption, it 
was found that frequently this cortical 
layer was not continued over the inter- 
dental bony crest. Where the bone cortex 
is absent or poorly marked, it is possible 
that this constitutes a condition of physi- 
ologic bone weakness rendering the alve- 
olar bone more susceptible to periodontal 
disease. 

Reference to Table 6 shows that of 443 
cases between the ages of 13 and 60 years, 
the cortical layer was absent in 288 or 65 


per cent and present, though often poor!) 
marked, in 155 or 35 per cent. In this 
connection special attention was given to 
the 13 to 14 age group. Of the 60 sub- 
jects in this group, it was found that the 
cortical layer over the septal alveolar 
crests was present in 19, roentgenograph- 
ically visible but poorly marked in 26, and 
entirely absent in 15. It is possible that 
the absence or faulty structure of the a!- 
veolar bone cortex in a high percentag: 
of Indian subjects may account in part 
for the unfavorable bone behaviour anc 
susceptibility to periodontal disease. 

One of the criteria of normal alveola: 
support is an alveolar process of eve: 
density and texture throughout. This un: 
formity in alveolar density varies in d: 
gree in different subjects, even in tha 
portion of the alveolar bone beyond th: 
areas of increased radiolucency caused b 
the resorptive process. The roentgeno- 
graphic findings in this connection a: 
shown in Table 6. It will be seen tha: 
192, or 43 per cent, of the subjects exan 
ined showed a definite lack of uniformi' 
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Table 2.—Degree of alveolar bone resorption : 
Highest « 
Age Subjects | Bone Alveolar gree of a , (CU 
group studied | resorption regions sorption : d 
score examined | any subj 
13-14 ao | 45 784 1.93 
15-16 30 72 445 1.15 
17-18 16 164 228 1.14 ; 
19.20 28 349 388 2 2.3 
21-22 | 4 831 659 
23.24 30 679 | 420 | 4 
25-26 28 783 396 6 
29.30 31 1177 | 462 | 
31.32 8 353 | 128 | 5 
35.36 24 1,038 | 6 
37.38 14 646 217, 5 
39.40 23 tt 6 tl 
41.44 21 1,145 297 | 
45.49 25 1,580 383i 
50.60 14 628 | 201 | ta 
rOTAI 443 12,126 6,379 | 
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in density of the alveolar bone. As in the 
case of absence or imperfect structure of 
the cortical layer, this lack of uniform 
density in the alveolar support in a high 
percentage of subjects may give a further 
indication of physiologic bone weakness 
and susceptibility to disease. 
Hypercementosis was noted as a com- 
paratively rare phenomenon in connec- 
tion with vital teeth and was recorded in 
only 21, or 3.90 per cent, of the subjects 
examined between the ages of 9 and 60 


years. 


5. Type of Periodontal Disease.—The 
classification of Fish is probably one of 
the most comprehensive of the many sug- 
gested.’® This classification of periodontal 
diseases includes two main groups: a re- 


Degree of Bone Resorption 


Average 
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sorption and a chronic inflammation 
group. The resorption group comprises a 
senile variety occurring almost universally 
in old age and characterized by a regular 
horizontal resorption of the alveolus 
around all teeth; a precocious variety of 
the senile type occurring in young people ; 
and a pathologic type in which irregular 
resorption of the alveolar crests and the 
apices of the roots of the teeth takes 
place. The chronic inflammation group 
comprises two main classes: (1) chronic 
gingivitis or dirt pyorrhea in which there 
is resorption of the bony crests, and pock- 
ets of moderate and equal depth contain- 


19. Fish, E. W., Parodontal Disease: The Pathology 
ead Treatment of Chronic Gingivitis. Brit. D. J. 58:531 
(June) 1935. 
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Fig. 6.—Graph showing average degree of 
bone resorption 
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ing thin watery pus, food debris and 
tartar; included in this class also is a hy- 
pertrophic variety confined almost en- 
tirely to young people, and a subacute 
form seen in young women and showing 
bleeding and ulceration of the gum mar- 
gin but no deep pockets; (2) idiopathic 
pyorrhea, so-called, characterized by 
great irregularity in pocket depth and 
bone resorption, little or no tartar and 
thick creamy pus in the pockets. This va- 
riety runs a rapid course and leads to 
loosening, migration and loss of the teeth. 
A third class includes the oral manifesta- 
tions of chronic specific diseases such as 
syphilis, diabetes or tuberculosis. Provi- 
sion also is made in Fish’s classification 
for the inclusion of the acute inflamma- 
tions such as Vincent’s angina, cancrum 
oris, scurvy and mercurial poisoning, and 
of the neoplasms in separate groups. This 


16 18 20 22 24 26 28 
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and other well-known classifications i: 
cluding those suggested by Box and O 
ban, though differing in terminology, a 
essentially the same as that accepted | 
the Academy of Periodontology in Am« 
ica, at least in so far as the major grou) 
ings are concerned. 

For the purposes of the present roen 
genographic study we have used the cla 
sification accepted by the Nomenclatu: 
Committee of the Academy of Periodo: 


tology as suggested by Thoma and Gold- 


man,””** and freely quoted here for 


better understanding of our method o/ 


classification. Disregarding those cond 


2o. Zohman, M. — Disease. Dent. Ite: 
Int. 68:882 (Sept.} 1946 


21. Thoma, K. H. and Goldman, H. Os. Sas of 


Resorption of Alveolar Bone found in Parodonta 
Disease. Am. J]. Orthodont. @ Oral Surg. 24:62 (Jan 
1940. 
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Fig. 7.—Bar diagram showing average degree 
of bone resorption in various age groups 
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Table 3.—Regions of minimum alveolar bone resorption 
Upper | Upper Lower Lower 
Sub- Upper] incisor} and Lower} in- |Lower| bicus- 
Age | jects |Upper| and | and | lower |Lower|incisor| cisor | bicus-| pid |Lower| Uni- 
group in in- | lower} lower | incisor | in- |andbi-| and | pid and | molar| form 
group| cisor | in- bi- and | cisor | cuspid | molar molar 
cisor | cuspid | lower 
bicuspid 
17-18 16 l 1 1 3 —_ 3 4 2 ] 
19-20 28 4 1 4 6 10 - - 
21-22 46 5 3 5 8 3 = ~- 15 3 l 3 
23-24 30 4 _— 5 _ 3 2 ] 6 4 2 3 
25-26 28 2 1 5 1 2 — l 8 4 3 l 
27-28 34 6 _ — 6 2 2 12 3 1 2 
29-30 31 4 2 1 2 2 1 2 14 2 l 
31-32 8 — 6 1 - 
33.34 ll 2 4 5 ~ 
35-36 24 1 3 1 — l 1 8 3 5 1 
37.38 14 2 — 3 — _ l 3 3 2 _ 
39.40 23 1 _— 3 — 2 2 12 3 — _— 
41-44 21 3 1 - — — 8 l 6 2 
45.49 25 9 _— — 1 - - 7 + 4 — 
50.60 14 + 2 — - 1 3 4 
TOTAL | 353 46 14 26 24 19 18 5 | 118 36 34 13 


tions in which the soft tissues alone are 
involved, the important types in this clas- 
sification which require careful differen- 
tial diagnosis are marginal periodontitis, 
periodontosis and a syndrome of perio- 
dontosis and marginal periodontitis. 

Marginal periodontitis usually affects 
the marginal periodontium of all the 
teeth but may be localized around one or 
several teeth as a result of irritation and 
inflammation such as caries, food impac- 
tion or faulty dental restorations. The 
characteristics of this condition are early 
hyperplasia of the gingival margin and a 
deepening of the gingival crevice from 
which pus may be expressed. Pockets are 
of moderate depth and there is marked 
calculous deposition on the teeth both 
ibove and below the gum margin. There 
is gradual horizontal bone resorption 
from the alveolar margin and no migra- 
tion of the teeth. Bone destruction is 
thought to take place by active lacunar 
resorption with or without the presence 
of osteoclasts. 


Periodontosis is a noninflammatory dis- 
ease characterized by a diffuse atrophy 
of the supporting structures of the teeth. 
It is much less common than marginal 
periodontitis and occurs most frequently 
in early middle age, although cases oc- 
curring much earlier have been reported. 
The condition may be confined to a single 
tooth or groups of teeth, but more com- 
monly all the teeth are affected. In the 
early stages of periodontosis there is no 
pocket formation and no suppuration, but 
vertical pocket formation and bone re- 
sorption take place at a later stage with 
a resulting marginal gingivitis. In perio- 
dontosis, unlike marginal periodontitis, 
bone changes are the earliest pathologic 
manifestations. Migration of single-rooted 
teeth, particularly the maxillary inci- 
sors, is an early diagnostic phenomenon. 
This wandering of the teeth may be ag- 
gravated or directed by, but is not neces- 
sarily due to, occlusal stresses, as this 
characteristic may be observed in teeth 
which are not in occlusion. Migration is 
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Table 5.—Order of frequency of sites of alveolar bone resorption 
Maximum resorption Minimum resorption 
Lower incisor. . Upper incisor — 
Upperincisor. . 24a 64 Lower incisor pay 80 
Lower bicuspid . 27 Lower molar : 75 


considered to be due to propulsion of the 
tooth by the proliferation of connective 
tissues which formed the matrix of the 
former bone or replaces the resorbed 
bone. In the present investigation migra- 
tion was observed in 17.3 per cent of the 
total number of resorption cases (Table 
6). In periodontosis, calculus deposits are 
mainly of the subgingival type and these 
are responsible for the secondary inflam- 
mation which commonly occurs in the 
later stages. The roentgenogram shows a 
general lack of uniformity in density of 
the alveolar bone, lack of normal trabecu- 
lation and a widening of the periodontal 
space from the cervical margin towards 
the apex. Later vertical, cone-shaped 
pockets occur with diffuse atrophy of the 
alveolus. Prognosis is definitely unfavor- 
able. 

Periodontosis is generally thought to be 
of systemic origin and resorption is be- 
lieved to take place by vascular resorp- 
tion and osteolysis. 

Periodontosis and marginal periodon- 
titis may occur together as a syndrome. 
Goldman describes three combinations of 
these two conditions: Either may become 
superimposed upon the other or the two 
may develop simultaneously.”* 

The roentgenogram is an indispensable 
adjunct to diagnosis in all cases, but it is 
because of the possibility of these com- 
binations that diagnosis often is extremely 
difficult even with the aid of the roent- 
genographic studies. An unfavorable re- 
sponse to local treatment is usually an 
indication of the complication of perio- 
dontosis. 

In Table 7 the 370 subjects showing 


roentgenographic evidence of bone re- 
sorption in the seventeen age groups from 
13 to 60 years have been classified accord- 
ing to the type of periodontal disease. 
Differentiation was not always easy and 
some errors may have occurred, but the 
classification has been made in accordance 
with the predominant characteristic of 
each type. Marginal periodontitis, perio- 
dontosis, and the syndrome of periodon- 
tosis and marginal periodontitis occurred 
in the percentage ratio of 65.13, 17.57 
and 17.30 respectively. 

The high incidence of periodontal dis- _ 
ease of all types, its frequent occurrence 
at a very early age, the high percentage of 
subjects with periodontosis or the syn- 
drome, and the comparatively advanced 
degree of resorption encountered in even 
the younger age groups would seem to 
point to a systemic background with nu- 
tritional or other metabolic disturbances 
as the causative or predisposing factor in 
much of the periodontal disease in India. 
A reduction, by constitutional factors, of 
the vital resistance of the gingival tissues 
and periodontium may render them more 
susceptible to traumatic or bacterial in- 
jury. 

There was no evidence to suggest a 
significant relationship between age and 
type of periodontal disease. 

Miller and Pelzer state that the rapid- 
ity of bone destruction is in inverse pro- 
portion to the uniformity of bone dens- 


22. Goldman, H. M., Periodontia. St. Louis: The 
Cc. V. Mosby Co.. 1942, p. 118. 
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Table 6.—Types of alveolar bone resorption and associated data 


Type of Cortical layer over Bone Migra- 
bone resorption alveolar crests density tion | Hyper 
Age Subjects of cemen 
group Hori Vert; Not | anterior | tosis 
erti- | Present | Absent |Uniform | uniform | teeth 
zontal cal 
13-14 60 4 | 45 15 58 2 cams m 
15-16 30 10 2 29 1 29 1 _— — 
17-18 16 14 2 13 3 14 2 — = 
19-20 28 24 4 21 7 25 3 1 l 
21-22 46 32 14 17 29 23 23 2 2 
23-24 30 21 9 il 19 21 9 1 —- 
25-26 28 20 8 3 25 ll 17 1 | 
27-28 34 25 9 3 31 14 20 5 3 
29.30 31 18 13 2 29 12 19 9 2 
31-32 8 6 2 —- 8 2 6 3 _ 
33-34 ll 5 6 1 10 l 10 5 -_ 
35-36 24 1S 9 2 22 8 16 3 - 
37-38 14 6 8 -- 14 3 11 4 - 
39-40 23 15 8 2 21 12 11 7 l 
41-44 21 12 9 4 17 7 14 8 6 
45-49 25 10 15 2 23 7 18 10 3 
50-60 l4 8 6 — 14 4 10 5 2 
TOTAL 443 245 125 155 288 251 192 64 21 


ity.** In the rapid type of bone resorption, 
there is a gradual darkening of the al- 
veolar bone as seen in the roentgenogram 
and the greater the depth of penetration 
of shading and the more gradual the dif- 
fusion of the pathologic structure into the 
lighter normal bone, the more rapid is 
the decalcifying process. In the slow type 
of bone dissolution, there is only a shallow 
region of penetration and the remaining 
alveolar process is of uniform density. 
Although the level of the alveolar bone 
may vary, it is not of particular im~or- 
tance in an assessment of the rap*J.’_ of 
the resorption process. 

A comparatively rare condition is the 
phenomenon of arrested resorption. In 
this case a varying degree of bone de- 
struction occurs and the level of the al- 
veolar crest is lowered, but the bone is of 
even texture and density up to the new 
margin of bone. After some time a new 
cortical layer may appear as a dense white 
line over the remaining alveolar crest 


continuous with the lamina dura of the 
alveolus. 

Although the roentgenographic differ- 
entiation between the slow and rapid 
types is not always clear cut, an effort was 
made to classify the cases in this investi- 
gation in accordance with the above cri- 
teria. The results are shown in Table 7. I' 
will be seen that of the 370 cases or re- 
sorption, 237 or 64.05 per cent were clas- 
sified as slow, 127 or 34.33 per cent as 
rapid, and only 6 or 1.62 per cent as 
arrested resorption. 


6. Bone Resorption and Sex Incidence. 

Table 8 shows that the average degree o! 
alveolar bone resorption was lower in al! 
female age groups from 21 to 30 years 
The average degree of bone dissolutio: 


23. Miller, S. C. and Pelzer, R. H., An Origina 
Classification of Alveolar Types in Periodontal Disease 
and its i Value: Corroboration by Plasm 
Phosphatase erminations. J/.A.D.A. 26:565 (Apri! 
1939. 
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Table 7.—Classification of periodontal disease 
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Subjects | 
| 


Marginal 
perio- 
dontitis 


Age group 
Perio- 
dontosis 


+ 
10 


| 


— 


TOTAL 


for all subjects examined from 21 to 32 
years was 1.92 for males and 1.44 for 
females, while the incidence of horizontal 
and vertical resorption respectively was 
68.93 and 31.07 per cent for males and 
50 and 46.67 per cent for females. One 
female subject showed no bone resorp- 
tion. 

This study was interrupted by the con- 
stitutional crisis in India and unfortu- 
nately the female subjects examined con- 
stituted a comparatively small group. The 
results suggest, however, that up to the 
age of 30 years, females show a significant- 
ly lower degree of alveolar bone resorp- 
tion than males but a relatively higher 
incidence of the vertical type of resorp- 
tion. Clinical observation over a number 
of years in India suggests that females of 
early or middle adult age are more sus- 
ceptible to periodontosis than males of a 
similar age, and that this type of perio- 
dontal disease ordinarily affects males at 
a relatively later period in life. 
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Summary and Conclusions 


Following earlier reports on clinical 
studies and a recent report on the inci- 
dence of hypertrophic gingivitis, the pres- 
ent investigation outlines the results of a 
roentgenographic survey of periodontal 
disease in Northern India. 

Mention is made of the various system- 
ic disorders which may be manifested in 
the oral cavity in the form of periodontal 
disturbances, and the probable local and 
general etiologic factors are briefly dis- 
cussed. 

Reference is made to the role of perio- 
dontal disease in producing pathogenic 
changes in other parts of the body and as 
a source of general systemic infections. Its 
consequent importance in internal med- 
icine and as a public health problem is 
emphasized. 

Roentgenographic examination of a 
total of 568 subjects from 9 to 60 years of 
age established the fact that in the Indian 
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€ Table 8.—Degree and type of bone resorption by sex 
Degree of bone resorption Type of bone resorption 
t Males Females Males Females 
Age Average Average Hori- Hori- 
group Subjects | Degree | Subjects| degree zontal | Vertical | zontal | Vertical 
21-22 46 1.26 5 1.13 32 14 1 3 
23-24 30 1.62 8 1.30 21 9 4 4 
25-26 28 1.98 2 0.90 20 8 | 2 — 
27-28 34 2.24 3 0.92 25 9 3 — 
29-30 31 2.55 8 1.22 18 13 4 4 
31-32 8 2.76 4 3.21 6 2 1 3 
TOTAL 177 1.92 30 1 44 122 55 15 14 


subject periodontal disease, as manifested cur in the ratio of 65.13, 17.57 and 17.30 
by actual bone resorption, has its incip- per cent respectively. Figures also are 
iency in childhood and that after the age given for the incidence of the slow, rapid 
of 16 years, bone resorption in varying and arrested types of bone resorption. 
degree is almost universal. A comparison of sex incidence suggests 
The average degree of bone resorption a lower incidence and average degree of 
was found to increase with age, although alveolar bone resorption and a relatively 
the relationship was by no means constant higher incidence of the vertical type of 
for individuals. In all groups from 23 _ resorption in the female subjects. 
years and upwards, subjects were found The extremely high incidence of perio- 
with alveolar bone resorption extending dontal disease of all types, its frequent 
as far as the root apex in one or several occurrence at a very early age, the high 
areas. More than half this depth of de- percentage of subjects with periodontosis 
struction was observed in a child of thir- or the syndrome, the absence or imperfect 
teen. calcification if the cortical layer, the fre- 
The bicuspid region of the alveolus was quent lack of uniformity in density of the 
found to be most resistant, and the molar alveolar bone and the comparatively ad- 
region, closely followed by the lower in- vanced degree of bone dissolution so fre- 
cisor area, the most susceptible to the quently encountered in Indian subjects 
process of resorption. Some variations even in the younger age groups, would 


from this order were noted. seem to suggest a systemic background 
The horizontal or marginal type of for periodontal disease in India. 
bone resorption was observed in 66 per Recent scientific investigation has em- 


cent and the vertical or diffuse type in 34 phasized the marked effect on the perio- 
per cent of the subjects affected. The ab- dontal tissues of deficiencies of minerals 
sence or imperfect structure of the al- such as calcium and magnesium, of the 
veolar bone cortex and lack of uniformity vitamins A, B, and C, of endocrine dys- 
in bone density and texture in a high function and of other metabolic disorders. 
percentage of Indian subjects would seem In view of the known tendency to nutri- 
to point to a physiologic bone weakness _ tional deficiencies and the high incidence 
and consequent susceptibility to disease. of metabolic disturbances in India, future 

Marginal periodontitis, periodontosis research in relation to the etiology of this 
and the syndrome of periodontosis and most common of all diseases might well be 
marginal periodontitis were found to oc- conducted along these lines. 
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RELIEF FUND SEALS NOW BEING DISTRIBUTED 


CONTRIBUTE NOW, CONTRIBUTE GENEROUSLY 


Relief a small packet of Relief Fund seals. The receipt of the seals is an invi- 

tation to participate in the relief program of the Association, an appeal for a 
contribution to the Fund, and a reminder that a few fellow practitioners need 
financial assistance now and that others may need similar assistance at some future 
time. 

The Council on Relief, formerly called the Relief Commmission, has been in 
operation since 1907. It has furnished assistance to hundreds of dentists and their 
families and it provides a reserve on which every worthy destitute dentist can draw 
in the future. In many respects the activities of this Council are among the most 
important of the Association. 

Contributions received by the Council on Relief are deposited in a living trust 
known as the American Dental Association Relief Fund. They are protected legally 
from attachment and may be used only for the relief of worthy dentists and their 
families who are in financial distress. The Fund was developed and is maintained 
through voluntary contributions of members. Dentists contribute $2, $5, $10 or more 
per sheet of seals depending on their circumstances, generosity and appreciation of 
the services rendered. One half of the annual contributions is returned to the state 
societies from which they originated; one half is deposited in the American Dental 
Association Relief Fund. To date the Fund amounts to approximately $670,000. 


|e month every member of the Association will receive from the Council on 
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Only the interest on the principal. sum can be used for relief purposes. At the current 
low rates of interest the Fund does not earn enough to provide adequately for 
present needs. Furthermore, requests for assistance have tripled in the past year, 
and no doubt they will increase in the future. Therefore, serious consideration must 
be given to measures which will increase the principal sum in order that the interest 
therefrom will meet the needs of the applicants. 

In contributing to the Relief Fund every dentist should appreciate that he is not 
only aiding a fellow practitioner, but that he is aiding himself by building a fund 
upon which he may draw in case of adversity. No dentist knows when accident or 
illness may impair his earning power or when misfortune may overtake him. The 
thrifty dentist who has saved to provide for his declining years may find that he has 
invested unwisely and that his investment income is insufficient to support himself 
and his family. Should these untoward circumstances occur—and they may occur 
to anyone—it is gratifying to know that the Association, through the foresecing 
generosity of its members, has provided a means and a mechanism whereby the 
unfortunate member will not become an object of charity. 

It is sound business to build and maintain an adequate Relief Fund. This can 
only be done through voluntary contributions from members. The more substantial 
the contributions the quicker the Fund will be built to adequate proportions. Mem- 
bers are urged to place their own evaluation on the relief seals and on the potentials 
which the seals represent, and to contribute accordingly. 


THE DENTAL HYGIENIST: THE RESPONSIBILITY 


FOR HER TRAINING AND SUPERVISION MUST 


BE BORNE BY THE DENTAL PROFESSION 


the dental hygienist, if dentistry is to extend its services to more people. In the 43 

years that have elapsed since A. C. Fones first trained an assistant in the technic 
of dental prophylaxis, the hygienist has proved her worth. She has demonstrated her 
ability in the private dental office, in industry and in educational institutions. Her 
services have been approved by law in all but four states and she has been recognized 
as an essential adjunct to the profession by action of the House of Delegates* of the 
Association. Despite these facts, the functions of the dental hygienist have never been 
clearly defined nor has a comprehensive study of the curriculum offered by schools of 
dental hygiene ever been made. In fact, the course of study for dental hygienists, like 
Topsy, has “just growed up.” 

In an effort to correct this condition, place the education of the hygienist on a 
firmer foundation and encourage the wider use of this auxiliary personnel, the Council 


i dental profession must make greater use of competent auxiliary aids, including 


1. Digest of Official Actions, A.D.A., p. 330. 
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on Dental Education of the Association is devoting considerable attention to the 
many problems involved. 

In 1947 the Council defined a school for dental hygienists as “a nonprofit organiza- 
tion, affiliated with or conducted by an accredited dental school, or other responsible 
educational agency established on a nonprofit basis, requiring as a minimum for ad- 
mission the completion of an accredited four-year college entrance high school course, 
or the recognized equivalent, and conducting a course for the training of dental hy- 
gienists covering two academic years and leading to certification.” This definition was 
approved by the House of Delegates* at the 88th session of the Association in Boston. 

The Council will use the same procedures in inspecting schools of dental hygiene as 
it now employs in inspecting schools of dentistry. When a school has apparently satis- 
fied the basic requirements that are now approved by the House of Delegates, the 
Council will visit the school and evaluate the educational program on the basis of 
many specific criteria. These criteria will be given weightings in proportion to their 
importance and the final appraisal of the school will be based on the overall evalua- 
tion. Thus courses of study for the hygienist in the near future will be given the same 
safeguards as are now afforded courses of study for dentists. 

Because the dental hygienist cannot legally function without the supervision of a 
dentist her duties and activities are of tremendous importance to the profession and 
must be under the dental profession’s constant surveillance. Last June the Council on 
Dental Education held a conference for dental hygienists at which the functions of the 
auxiliary branch of the profession were redefined.’ Briefly, their prime function is to 
assist the dentist in providing oral health care for the public. She may apply her knowl- 
edge and skills either in the office of the private practitioner or in formal health edu- 
cational activities in schools or other agencies. In either capacity, she deals directly 
with the health and lives of people, and therefore she must be adequately trained. 

Conferences similar to the one held last June by the Council on Dental Education 
should be held at frequent and regular intervals in the future in order to improve the 
training and increase the number of competent dental hygienists. If the profession is 
to extend its services to greater numbers of people it must employ a greater number 
of auxiliary aids. In accepting the responsibility of employing such aids, the profession 
must assume the responsibility for their education and activities. 


2. Transactions of the American Dental Association, 88th Annual Meeting, August 1947, p. 254. 
3. J.A.D.A. 36:21:16 (August) 1949. 
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NEWS FROM GREAT BRITAIN 


The rate of remuneration paid to those 
giving dental treatment under the Na- 
tional Health Service is calculated on a 
time basis and a rough estimate for the 
standard dental operations was agreed 
upon by the representatives of the Gov- 
ernment and the profession in the pre- 
liminary negotiations in June 1948. By 
December of that year it became evident 
that a more accurate time factor was 
necessary, hence the origin of the com- 
mittee under the chairmanship of Wil- 
liam Penman, an actuary and a past 
president of the Institute of Actuaries. 
With the chairman were four dentists and 
two dental secretaries. 

It was realized that it was impossible 
to collect data from all the dentists in 
Britain so a sample of 500 was decided 
upon. It represented 5 per cent of the 
practicing dentists. In selecting the 
dentists to whom the forms were to be 
sent, great care was taken to ensure that 
every area of the country was well repre- 
sented in the returns. Qualified practi- 
tioners and “Dentists 1921” were in the 
proportion of 61 to 39 per cent. Fifty two 
dentists not accepting patients under 
the National Health Service were invited 
to submit returns. Eighty-five dentists re- 
ceiving a form begged to be excused on 
account of illness, holidays and so forth. 
All these excuses were accepted as satis- 
factory but an additional 159 practition- 
ers did not complete the forms and no 
explanation was offered. The report is 
therefore based upon 261 returns. Of the 
52 private practitioners only 16 returned 
completed forms. In addition 52 dentists 
working in industrial and allied types of 
dental clinics were asked to submit their 
operational times and all completed the 


forms. An opportunity was given to all 
returning completed forms to add any 
personal comments. About 50 per cent 
availed themselves of the opportunity and 
the report states that the general im- 
pression received is one of the rush and 
strain that is necessary to keep up with 
the pace that the National Health Dental 
Service demands. Several instanced the 
effect on their own health. Others sought 
to amplify the bare statement in the re- 
turns of the operational times. They 
pointed out efficient methods used to cut 
out waste time such as chairside assistants, 
second surgeries and routine use of local 
analgesia. The committee had to ascer- 
tain the time taken to perform each of 
the various operations and the returns 
only gave the time the patient sat in the 
chair so that calculations from sittings 
to operations had to be made. The ac- 
cepted standard for dental practice in a 
National Health Service is laid down in 
the Spens Report as 33 chairside hours 
per five and a half day week, or one of 
about 42 working hours. 

Of the 261 dentists, 25 were found to 
be working at this standard, 70 below it. 
This is explained in part by the com- 
ments on many of these dentists’ returns 
in which they say that they were recover- 
ing from illness or that the returns were 
from a branch surgery and so on. A 
total of 166 were working over the 
standard and of these 60 were working 
eight hours or longer; six were doing 
nine and a half chairside hours per day. 
These 166 represent 64 per cent of the 
practitioners returning forms and _ be- 
tween them they did 73 per cent of all 
the work noted in the returns. If 33 chair- 
side hours represents a 42 hour working 
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International Correspondence 


week, the returns indicate that 64 per 
cent of the practitioners on the average 
were working a 9 hour day. 


The Report says “In all the cir- 
cumstances it is thought that the fol- 
lowing statement gives a fair picture 
of the dental profession in Great 
Britain at the present time. Most 
dentists are working longer hours 
than is comfortable, or that would 
be good for them if continued for 
too long a period, and many of them 
are working more quickly than they 
would normally. These conditions 
have been forced upon them by the 
influx of work which has resulted 
from the expanded Health Service. 
As a body, they have been trying to 
cope with the difficult problem of 
keeping pace with demand without 
loss of efficiency and, as a body, the 
Working Party thinks they should 
have received more gratitude and 
less adverse criticism than has actu- 
ally been the case. Moreover, there is 
little hope of an early improvement, 
even if demand should lessen in cer- 
tain directions. It cannot be doubted 
that the present volume of work is 
held down by the inability of the 
dentists to do any more and, as was 
indicated in the Teviot Interim Re- 
port, it will probably be many years 
before there is any appreciable in- 


Average number of completed operations per 
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crease in the number of dentists. “In 
the opinion of the Working Party, 
that is the background which should 
be remembered when the figures 
given in the various tables included 
in this Report are being studied and 
acted upon.” 


In analyzing the returns it soon be- 
came obvious that what the report calls 
“unidentified time” was a factor that had 
to be considered seriously. This is the 
time that is devoted to the exchange of 
patients in the chair. The total aggregate 
of the total number of minutes including 
unidentified time is 572,200. The total 
amount of operational time is 477,397 
minutes, giving 94,804 minutes of uni- 
dentified time. This number divided by 
the total number of sittings, 27,927, gives 
an average of 3.395 minutes to see one 
patient out of the surgery and admit the 
next one. The times stated in the tables 
give the time to do the operation and 
then a corrected time is given to include 
the unidentified time. This makes quite 
a difference when time for the operation 
normally requires more than one sitting. 


The final table in the report (see 


below) gives some figures which are of in- 
terest as they indicate the average work 
done by dentists in each group. For this 
table the N.H.S. (National Health 
Service) Dentists unit includes those with 
private patients as well. 


N. H. S. Private 
Dentists Practitioners Group1* Group 2* 


Average number of sittings per week per 

Average time per operation in minutes...... 
Average time per sitting in minutes........ 
Average number of minutes worked........ 1,829 
Average number of minutes worked expressed 

as a percentage of the Spens Report stand- 

ard of 33 hours per week (corrected for 

AS 111.9%.... 110.6%.... 117.2%.... 119% 


*Corrected for unidentified time 
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THE NATIONAL SCENE 


from The Journal's Washington Correspondent 


The first session of the 81st Congress is 
finally ended, after having consumed 
nearly eleven months of the year 1949, 
and its record shows that only one health 
bill of national significance was enacted. 
This was the measure authorizing dou- 
bling of the annual federal contribution 
—from $75,000,000 to $150,000,000— 
for expansion of the nation’s hospitals. 
But in only a matter of weeks, the sessions 
of House and Senate will be resumed and 
every portent points to a new legislative 
year that will be of critical importance to 
dentistry and the other health sciences. 

Commanding the No. 1 position of 
public as well as professional interest, the 
issue of compulsory health insurance will 
be fought pro and con with greater fer- 
vor than ever before on Capitol hill. In 
addition, a group of bills that passed the 
Senate this year, but were not acted upon 
by the House, will be presented to the 
latter body for action—government aid 
to dental and medical schools, a federal- 
state school health services program, Na- 
tional Science Foundation (with its spe- 
cial provisions for dental and medical 
research), strengthening of local public 
health units and others. 

Casting its shadow of influence over 
the picture is the fact that 1950 is a Con- 
gressional election year, with all 435 
House members and one-third of the Sen- 
ate facing contests for their seats. Up to 
now, only a relatively small percentage of 
these members of Congress have taken 
unequivocal stands, one way or the other, 
on national compulsory health insurance. 
By this time, however, the question has 
become one of such popular discussion 
that it will be well nigh impossible for 


candidates to hedge or straddle when 
campaigning really gets under way in a 
few months. 

The Department of Defense in Novem- 
ber will launch a project that is of con- 
cern to the thousands of dentists, most of 
them veterans of World War II, who are 
members of the Reserve Corps of Army, 
Navy, Air Force or National Guard. 

Initiated by Richard L. Meiling, mili- 
tary medical services director and who 
addressed the American Dental Associa- 
tion in San Francisco, the program’s ob- 
jectives are to strengthen and improve the 
Reserve from every aspect. Reduce red 
tape to a minimum, make weekly or peri- 
odic training duty more attractive and 
otherwise institute reforms that will bol- 
ster membership and cut down the num- 
ber of resignations—that is the goal of 
Dr. Meiling, himself a member of the 
Air Force Reserve. 

Responsibility for determining what 
changes should be made rests in large 
measure upon a special task force named 
in mid-October and which will hold its 
first meeting in November. Representing 
dental interests in the five-man group is 
Dr. Charles R. Wells, of Brooklyn, former 
president of A.D.A. and who served with 
the Navy and Selective Service in World 
War II. The committee will make a thor- 
ough study of Reserve problems, probably 
conducting public hearings as one means 
of gathering information, and ultimately 
make its formal report and recommenda- 
tions to the Secretary of Defense. 

Although it was scarcely mentioned in 
nationwide press accounts of the Donora 
(Pa.) “smog” investigation, the detailed 
report on which was published recently 
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News of Dentistry 


by Federal Security Agency, an interest- 
ing chapter on dental phases of the study 
is included in the 173-page report. 

Oral examinations were made on sev- 
eral hundred children and adults and all 
pathologic conditions and abnormalities 
of the lips, mucous membranes, gingivae, 
teeth, tongue, palate, uvula and velum 
were noted and recorded on special forms. 
Examination of 427 school children re- 
vealed no signs of dental erosion or gin- 
gival damage that could be attributed to 
“acid aerosol” in the community. Fluo- 
ride intake during the period of tooth de- 
velopment of these children was sufficient 
to cause mottled enamel. 

The National Advisory Dental Re- 
search Council is scheduled to meet in 
Washington Nov. 4, with a number of im- 
portant items of business to consider and 
act upon. Recommendations are to be 
made on a quantity of pending applica- 
tions for research grants. A subcommittee 
is to deliver its report based on a study 
conducted of dental research facilities 
throughout the country, together with its 
findings as to amount of federal subsi- 
dization indicated for expansion of such 
facilities. Another part of the meeting’s 
agenda will be a progress report on plan- 


A. D. A. 
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ning of the Dental Research Institute 
building at Bethesda, Md. 

In all probability, three new members 
of the Council will be seated at the Nov. 
4 meeting, although none of the appoint- 
ments had been announced at press time. 
They will succeed members whose one- 
year terms expired in September. 

Reverting briefly to the subject of com- 
pulsory health insurance, the comments 
volunteered by House members who re- 
turned in late September from a “social- 
ized medicine” tour of Great Britain and 
Sweden are worthy of attention. Opinions 
were preponderantly against the British 
scheme, although a few of the congress- 
men confessed that its aims have merit, 
at least theoretically. 

Severest critics were Reps. Beckworth 
(Texas), Linehan (Illinois), and Mc- 
Guire (Connecticut), all Democrats, 
and Dolliver (Iowa), Gillette (Pennsyl- 
vania) and O’Hara (Minnesota), Re- 
publicans. Reps. Biemiller (Wisconsin) 
and Klein (New York), both Democrats, 
emphasized what they termed the good 
points of the British system, although the 
former declared that the Swedish pro- 
gram is more applicable to this country. 
than the British. 


AFFAIRS 


HOUSE OF DELEGATES SETS ASSOCIATION 
POLICY AT NINETIETH ANNUAL SESSION 


The House of Delegates of the A.D.A., 
meeting in goth annual session in San 
Francisco, Oct. 17-20, reaffirmed the 
Association’s opposition to compulsory 
health insurance, approved continuation 
of its expanded public information cam- 
paign and established a broad set of 
principles for the establishment of a 
dental health program in addition to 
policies to guide the organization’s activ- 
ities during the coming year. 


Clyde E. Minges, of Rocky Mount, 
N.C., was succeeded as president of the 
Association by Philip E. Adams, of 
Boston, at the close of the meeting. The 
post of president-elect was filled through 
election by the House of Harold W. Op- 
pice, of Chicago, who for the past five 
years has been A.D.A. trustee for the 
eighth district. Other officers elected in- 
clude Bernerd C. Kingsbury, of San 
Francisco, first vice-president ; Donald M. 
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Hamm, of Clarksville, Ark., second vice- 
president, and Gerald G. Burns, of 
Rochester, N. Y., third vice-president. 
Percy T. Phillips, of New York, was re- 
elected as speaker of the House of Dele- 
gates. Also reappointed were Harold 
Hillenbrand, of Chicago, secretary, H. 
B. Washburn, of St. Paul, Minn., treas- 
urer and Lon W. Morrey, editor. 

C. I. Taggart, of Burlington, Vt., was 
elected to a three year term as a member 
of the Board of Trustees for the First 
District, succeeding Henry Hicks, of 
Greenwich, Conn. L. H. Jacobs, of 
Peoria, Ill., was elected trustee for the 
eighth district to fill the unexpired term 
of Dr. Oppice who resigned to become 
president-elect. 

Rerlected as trustees were Robert P. 
Thomas, of Louisville, representing the 
6th district; J. B. Carr, of Indianapolis, 
representing the seventh district, and C. S. 
Foster, of Cedar Rapids, Iowa, repre- 
senting the tenth district. 

By a vote of 187 to 142, the delegates 
chose St. Louis over Cleveland as the 
1952 convention city. The 1950 meeting 
will be held Oct. 30-Nov. 1 in Atlantic 
City and the 1951 meeting will be held 
Oct. 15-18 in Washington, D.C. The 
House was informed at its final meeting 
that attendance at the goth session was 
nearly 11,000. Scientific and commercial 
exhibits as well as lectures, clinics and 
the motion picture program were among 
the best attended in A.D.A. history, it 
was stated. 

A total of 514 life members nominated 
by the Board of Trustees were approved 
and nearly 100 affiliate members in 
foreign countries were accepted. 

Colonel James E. Ash, of Washington, 
D.C., a physician, was elected an hon- 
orary member of the association in recog- 
nition of his services as director of the 
Armed Forces Institute of Pathology and 
as scientific director of the American 
Registry of Oral Pathology. He recently 
retired from both posts. Also honored by 
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the House was William J. Gies, Ph.D., 
editor of the Wells Memorial Volume 
which was produced by the Horace Wells 
Centenary Committee. A tribute to Carl 
O. Flagstad, former chairman and mem- 
ber of 14 years of the Council on Legisla- 
tion, was read to the delegates. Dr. Flag- 
stad died June 14 immediately following 
preparation of A.D.A. testimony on the 
army dental bill. 

The delegates elected three associate 
members of the Association. They are 
Marshall L. Snyder, of the University of 
Oregon dental school; George E. Batter- 
son, Tigard, Ore., and Herbert B. Bain, 
of Chicago, director of the A.D.A. 
Bureau of Public Information. 


Among the major resolutions approved 
by the delegates was one creating a 
“dental health program for the com- 
munity, state and nation.” In an intro- 
duction of the resolution submitted by 
the Council of Dental Health it was 
stated that “the dental profession in this 
country long has urged a constructive 
approach to the national dental health 
problem” and that “the profession’s pro- 
posals represent a scientific, feasible, 
economical and rational approach to 
the problems of dental diseases in direct 
contrast with the costly and unrealistic 
proposals bound up with a system of fed- 
eral compulsory health insurance.” 

The statement of policy contained in 
the “program” sets out in some detail 
how the dental health program can be 
implemented on local, state and national 
levels, including a reiteration that 
“dental care should be available to all re- 
gardless of income or geographic location 
as rapidly as resources will permit.” 

Eleven additional elements considered 
essential to the success of a national pro- 
gram for the promotion of dental health 
include (1) establishment of a federal 
department of health, (2) promotion of 
dental research with federal funds by 
both governmental and private agencies 
through grants-in-aid, (3) inclusion of 


596 


News of Dentistry J.A.D.A., Vol. 39, November 1949 . . . 597 


Philip E. Adams 
President 
1949-1950 


Philip E. Adams, who for more than 25 years has been active in professional 
dental circles both in his native New England and for some time nationally, was 
elected first vice-president of the American Dental Association at the 88th annual 
session in Boston and was named president-elect of the Association last year in Chi- 
cago. This year he succeeds Clyde E. Minges as president and brings to the position, 
in addition to his experience as a dental educator at Tufts College dental school, some 
nine years as a trustee of the national association and ten years as secretary of the 
Massachusetts State Dental Society. He is an alumnus of Tufts dental school and now 
is a full professor in the department of orthodontics. 


on 
| 

ls 
rl 

| 
| & 

M 

( 


598 The Journal of the American Dental Association 


Harold W. Oppice 
President-Elect 
1949-1950 


Harold W. Oppice, of Chicago, a second term member of the Board of Trusteés of 
the American Dental Association, was elected president-elect of the Association to 
succeed Philip E. Adams, of Boston, who became A.D.A. president, at the A.D.A. 
90th Annual Session in San Francisco last month. A practicing dentist for the past 29 
years, Dr. Oppice has represented the Eighth [lllinois) District on the Board and has 
served as teacher, lecturer, editor and dental society executive during the past 25 
years. He was graduated from Loyola University (Chicago) dental school following 
the first world war and at present is a professor of crown and fixed bridge prosthesis 
at Loyola. Dr. Oppice's first term on the A.D.A. Board began in 1944 and he was 
reelected in 1947. 
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A.D.A. representatives in all national con- 
ferences which may lead to a dental 
health program and similar representa- 
tion from state and local dental societies 
in conference at the state and commu- 
nity levels, (4) cooperation of all dental 
groups in as full a measure as possible 
with other health groups in programs de- 
signed to promote the total health of the 
patient, (5) establishment of councils on 
dental health with lay and consumer con- 
sultants as rapidly as possible at the state 
and local dental society levels, (6) estab- 
lishment of a division of dental health 
within state departments of public health 
in all states, (7) maintenance of dental 
care for veterans through a state pro- 
gram, (8) inclusion of dental facilities in 
all hospitals and health centers with their 
operation maintained according to the 
standards established by the A.D.A., (9) 
establishment of sound voluntary prepay- 
ment and postpayment plans as rapidly 
as possible, (10) expansion of facilities 
for training dental personnel consistent 
with local and regional needs, and (11) 
provision for dental officer administra- 
tion of dental policies in the military 
dental services. 

Points covered in the development of 
a program at the state level include 
acceptance of grants-in-aid for support- 
ing state dental health programs. Estab- 
lishment of objectives for such a pro- 
gram involves examination and analysis 
of needs, appraisal of resources and de- 
termination of methods and means for 
utilizing and supplementing resources, it 
was pointed out. The statement also en- 
couraged the holding of dental health 
conferences sponsored by state dental 
societies and state departments of health 
in addition to urging dental and other 
professional schools to coordinate their 
undergraduate teaching with the general 
program of the dental health service in 
the state. Short postgraduate courses for 
practicing dentists should be made avail- 
able, it was stated, adding that extension 
courses could be established to reach 
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dentists in areas more remote from the 
dental school. 

A series of objectives for a community 
program which would complement those 
of the state and national programs are 
set out in the report. A detailed explana- 
tion of methods which may be used in 
establishing a community program is in- 
cluded. 

The House approved the first Monday 
in February as Children’s Dental Health 
Day for 1950 and authorized the Council 
on Dental Health to conduct a poll of 
state and local dental societies to de- 
termine the most convenient time during 
the months of October and November 
for the announcement and celebration of 
Children’s Dental Health Day in future 
years. It was noted in discussion that 
Congress had directed President Truman 
to proclaim Feb. 7, 1950 as National 
Children’s Dental Health Day. The dele- 
gates also went on record as being op- 
posed to holding the annual celebration 
in conjunction with National Child 
Health Day. 

Legislation Mas- 

this 


adopted by the 
sachusetts state legislature early 
year which permits the training of 
“dental nurses” to perform prophylaxis 
and the filling of deciduous and perma- 
nent teeth for children was “deplored” 
in another resolution adopted by the 
House. The resolution said in part “that 
all such programs concerning the de- 
velopment of sub-level personnel, whether 
designed for experimental purposes or 
otherwise, should be planned and de- 
veloped only with the knowledge, con- 
sent and cooperation of the respective 
state (dental) associations and the Amer- 
ican Dental Association.” The Council 
on Dental Health was directed to con- 
tinue studying the matter. 

A 54th constituent society of the 


A.D.A. was created when the delegates 
approved a resolution to charter the 
Alaska Territorial Dental Society. A peti- 
tion bearing the names of 30 Alaskan 
dentists requested recognition of the new 
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society which will be entitled to one 
delegate in the 1950 House. 

In connection with the Association’s 
efforts to secure “assignment of respon- 
sibility and commensurate authority” for 
dental officers in the Army and Air 
Force dental corps, the House adopted a 
resolution which said in part “that it 
shall be the policy of the American 
Dental Association to seek conditions 
under which dentistry and medicine can 
function independently under the general 
coordination provided by a department 
of health” and that achievement 
of these objectives be sought through 
legislation “as rapidly and forcefully as is 
consistent with the legisative program 
of the Association.” Resolutions regarding 
procurement of dentists for the armed 
forces in a national emergency sub- 
mitted by the Indiana State Dental Asso- 
ciation and the Southern California State 
Dental Association were referred by the 
House to the Council on Federal Govern- 
ment Dental Corps. 

The House took a favorable stand on 
federal aid to education by approving 
a resolution which stated in part that 
“federal funds, with justification, might 
be appropriated in support of dental 
educational programs, provided that such 
funds when appropriated should be ac- 
cepted only with the understanding that 
the government shall not exercise any 
control over, or prescribe any require- 
ments with respect to, the curriculum, 
teaching personnel, or administration of 
any school or the admission of appli- 
cants.” 

An operating budget of $1,304,500 for 
1950 submitted by the Board of Trustees 
was unanimously approved by the House. 
Largest items in the budget were $309,- 
070 for publication of TE JOURNAL and 
$134,450 for dental health education. 
The Bureau of Public Information re- 
ceived $71,040 for its expanded public 
information campaign. A total of $73,472 
was provided for the Association’s dental 
research program which included $20,000 
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for a special research study on the 
physical and chemical properties of tooth 
enamel and $34,563 was earmarked for 
the dental student aptitude testing pro- 
gram. The House also passed a resolution 
sponsored by the 13th district delegation 
which would increase dues in the Associa- 
tion by $8 annually. The action will be 
held over for final consideration at the 
1950 meeting in accordance with the or- 
ganization’s bylaws. 

Major items of estimated income in- 
cluded $808,000 from membership dues, 
$165,500 from advertising and $105,000 
from the sale of dental health education 
literature. Anticipated surplus for the 
year was set at $8,937. The delegates ap- 
proved a resolution authorizing the Board 
of Trustees to inform Connecticut's 
Governor Chester Bowles of the “scien- 
tific and professional facts” relating to the 
veto of three bills which were sponsored 
by the Connecticut State Dental Associa- 
tion in the last state legislature. The 
governor’s veto message “was partially 
based on the unrealistic belief that pros- 
thetic dentistry could be separated from 
the other branches of dentistry” the 
adopted resolution stated, adding that it 
is believed that Gov. Bowles acted with- 
out “a competent knowledge” of the den- 
tal and professional problems involved. 

The House passed a resolution direct- 
ing the Council on Legislation to support 
a proposed measure for a new Armed 
Forces Institute of Pathology. It also 
requested constituent dental societies to 
study their dental practice acts with a 
view to improvement and to report their 
findings to the Council for analysis by 
April 1, 1950. Of major interest also was 
the adoption of a resolution by the House 
rescinding a policy established by the 
House in 1948 which recommended that 
dentists be included in old age and sur- 
vivors insurance. The Council on Legisla- 
tion was directed in the same resolution 
to seek amendments eliminating dentistry 
from any proposals to extend social se- 
curity to the self-employed. 
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Meeting of Board of Trustees in San Francisco, 1949. Seated: (I. to r.) Robert P. 
Thomas, trustee; Fred S. Shandley, trustee; Obed H. Moen, trustee; Henry Hicks, 
trustee; Philip E. Adams, A.D.A. president; Clyde E. Minges, immediate past president; 
R. C. Dalgleish, trustee; Leo W. Kremer, immediate past vice-president; LeRoy M. Ennis, 
trustee; H. B. Washburn, treasurer, and Daniel F. Lynch, trustee. Standing: C. S. Foster, 
trustee; Lon W. Morrey, editor; Fayette C. Williams, immediate past second vice-presi- 
dent; William McGill Burns, trustee; Willard Ogle, trustee; Percy T. Phillips, speaker 
of House; L. M. Cruttenden, assistant secretary; C. Willard Camalier, assistant secre- 
tary; Harold Hillenbrand, secretary; John J. Hollister, business manager; and Misses 
Dorothy Wright, Doris Nugent and Janna Olson, secretarial staff. Missing from the photo 
are trustees J. B. Carr, James E. John, Sr., and Harold W. Oppice, new president-elect. 


In other actions the House approved 
resolutions permitting the Council on 
Dental Trade and Laboratory Relations 
to revise the laboratory accreditation plan 
of the Association and give the state 
dental societies responsibility for chang- 
ing plans in their states under the guid- 
ance of the Council. The House also 
approved a resolution which places the 
Association in opposition to any legisla- 
tion which would regulate dental labora- 
tories and dental technicians. The Coun- 
cil also was authorized to develop a pro- 
gram to aid in achieving unity within the 
laboratory craft at the state level. 

The Council on Dental Therapeutics 
was directed to “discontinue its practice 


of giving favorable recognition to exper- 
imental products by means of listing or 
acceptance for clinical trial.” 

The House adopted a resolution which 
establishes a priority list of activities for 
the Council on Insurance in connection 
with plans for development of an ex- 
panded insurance program for A.D.A. 
members and in other actions directed 
that (1) clinicians and essayists appear- 
ing on the program of the annual session 
be recognized with a certificate; (2) dues 
of members in the armed forces be re- 
mitted “in whole or in part” in time of 
war; (3) the bylaws be amended to per- 
mit suspended or expelled members 90 
days instead of 30 days to appeal their 
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cases; (4) supplemental education for the 
dentist should come from professional 
sources and not from sources outside the 
dental profession; (5) a special five-man 
committee be established by the Board of 
Trustees to make a comprehensive survey 
of the programs and objectives of the 
Association’s research program and to 
report its findings to the Board and House 
in 1950. This special committee will be 
composed of the chairmen of the Councils 
of Dental Research, Dental Museum and 
Registry, and Dental Therapeutics, and 
two others to be appointed by the Board. 

The Association was placed on record 
as opposing the development of a pro- 
gram of supplemental education for 
dentists “by an unrecognized group” and 
related the action to a program sponsored 
by Cal Magazine in a resolution sub- 
mitted by the New Jersey State Dental 
Society. This was in line with a policy 
adopted earlier by the delegates which 
emphasized that dental education should 
be left entirely in the hands of the pro- 
fession. 

A Resolution was passed to rescind all 
outmoded policies made by the Associa- 
tion prior to Jan. 1, 1923 and another was 
adopted rescinding all policies from 1923 
to 1945 with the proviso that action on 
the latter will not become final until 
1952. A third resolution directed the 
secretary of the Association to compile a 
“Digest of Official Actions” from Jan. 1, 
1945 to the present time. This action was 
taken in an effort to make a compilation 
of the organization’s records more work- 
able. The old records will be kept as part 
of the Association’s historical record in 
the Central Office. 

Other actions of the House included 
the adoption of a resolution directing the 
Board to prepare an amendment to the 
bylaws which would place the activities of 
the Council on Hospital Dental Service 
in the Council on Dental Education. This 
action automatically places consideration 
of the matter on the 1950 agenda of the 


House. Consideration of revising the 
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Association’s code of ethics also has been 
held over for next year’s session. The 
name of the Council on Federal Govern- 
ment Dental Corps was changed by the 
House to read Council on Federal Gov- 
ernment Dental Services. Approval also 
was granted for the recognition of a 
specialty board for oral pathologists 
bringing to six the number of specialty 
boards recognized by the Association. 
Among resolutions defeated were limita- 
tion of the number of terms which may 
be served by a council member and in- 
creasing student membership dues from 
the present $3 to $4 annually. 

Four new Council chairmen were 
appointed by the Board of Trustees fol- 
lowing election of Council members by 
the House. The new chairmen are: Max 
Ernst, of St. Paul, Minn., Council on 
Constitution and Bylaws; R. W. Mc- 
Nulty, of Chicago, Council on Dental 
Education; Charles Wilkie, of Brooklyn, 
Council on Journalism; and E. Harold 
Gale, of Albany, N. Y., Council on 
Legislation. 

New Council members elected are: 

Council on Constitution and Bylaws— 
J. D. O'Farrell, Houston, Texas, 1952; 
Jacob Feinman, Staten Island, N. Y., 
1951, (to fill unexpired term of Percy T. 
Phillips, New York, resigned). 

Council on Dental Education—Eugene 
R. Westcott, Atlantic City, N. J., 1952, 
(American Dental Association) ; Wilbert 
Jackson, Clinton, N. C., 1952, (American 
Association of Dental Examiners) ; R. W. 
McNulty, Chicago, 1952, (American 
Association of Dental Schools); O. W. 
Brandhorst, St. Louis, 1950, (American 
Association of Dental Schools), (unex- 
pired term of B. L. Hooper, Lincoln, 
Neb., resigned); Henry W. Willets, 
Dubuque, Iowa, 1951, (to replace T. M. 
Barlow, Bellingham, Wash.). 

Council on Dental Health—David W. 
Brock, St. Louis, 1952; Charles P. Crowe, 
East Orange, N. J., 1952; Donald H. 
Miller, Elmira, N. Y., 1952. 

Council on Dental Museum and Regis- 
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try—G. Van Huysen, Indianapolis, 1952. 

Council on Dental Research—M. K. 
Hine, Indianapolis, 1952. 

Council on Dental Therapeutics— 
Clark E. Chamberlain, Peoria, IIl., 1952. 

Council on Dental Trade and Labo- 
ratory Relations—Herbert W. Mason, 
Indianapolis, 1952. 

Council on Federal Government 
Dental Services—R. H. Friedrich, Plain- 
field, N. J., 1952; Tracy K. Healy, 
Brooklyn, 1950, (to fill unexpired term of 
Karl H. Metz, Fort Devens, Mass.) ; 
Collister Wheeler, Portland, Ore., 1950, 
(to fill unexpired term of J. S. Voyles, 
St. Louis). 

Council on History—W. G. Adair, 
Cincinnati, 1952. 

Council on Hospital Dental Service— 
T. A. Hardgrove, Fond du Lac, Wis., 
1952. 

Council on Insurance—Ned Argan- 
bright, Freeport, Ill., 1952; W. F. Huber, 
Milwaukee, 1950, (to fill unexpired term 
of J. P. Justin, Milwaukee). 

Council of International Relations—P. 
P. Rodriquez, Dallas, 1952. 

Council on Journalism—-G. W. Mat- 
thews, Birmingham, Ala., 1952. 

Judicial Council—H. O. Lineberger, 
Raleigh, N. C., 1952. 

Council on Legislation—W. R. Alstadt, 
Little Rock, Ark., 1952; Paul E. Jones, 
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Farmville, N. C., 1950, (to fill unexpired 
term of M. P. Eaton, Philadelphia). 

Council on Membership—H. C. Jarvis, 
Cincinnati, 1952. 

Council on National Board of Dental 
Examiners: C. E. Matteson, Tucson, 
Ariz., 1952, (American Dental Associa- 
tion); T. M. Birkbeck, Milton, Ore., 
1952, (American Association of Dental 
Examiners); G. W. Gaver, Baltimore, 
1952, (American Association of Dental 
Schools) . 

Council on Relief—M. C. Hansen, 
Racine, Wis., 1952; Leo W. Kremer, Chi- 
cago, 1951, (to fill unexpired term of L. 
H. Jacob, Peoria, IIl.). 

Council on Scientific Session—R. W. 
Frost, Kansas City, Mo., 1952; Wilbur 
D. Johnston, New Haven, Conn., 1950, 
(to fill unexpired term of C. W. Olsen, 
Spokane, Wash., resigned). 

Advisory Committee to Bureau of 
Chemistry—J. F. Volker, Birmingham, 
Ala., 1952. 

Advisory Committee to Bureau of 
Economic Research and Statistics—H. E. 
King, Omaha, 1952. 

Advisory Committee to Bureau of 
Library and Indexing Service—Michael 
Messore, Providence, R. I., 1952. 

Advisory Committee to Bureau of Pub- 
lic Information—W. L. Barnum, Port- 
land, Ore., 1952. 


COMPULSORY HEALTH INSURANCE TOPIC AT 
A.D.A. SESSION; VOLUNTARY PLAN PROPOSED 


Federal compulsory health insurance 
was attacked in three major addresses 
presented during and just prior to the 
goth annual session of the A.D.A., held 
in San Francisco, Oct. 17-20, and which 
was attended by some 11,000 dentists 
from all parts of the world. 

Significant among the speeches devoted 
to discussions of legislation and health 
was a proposal that the federal govern- 
ment establish a voluntary health insur- 
ance system which would be operated 


much like the existing Veterans Ad- 
ministration life insurance for veterans. 
Senator Lester C. Hunt (D., Wyo.) , only 
dentist now serving in the U.S. Senate, 
made the proposal in a talk at the general 
session of the convention, Oct. 18. 
While stating that he was opposed to 
compulsory health insurance, the senator 
proposed that the government sell policies 
with “deductible clauses” of the type 
used in automobile and other insurance. 
Under this plan the patient would pay 
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the first $50 or $100 of the cost of each 
illness, offering the practitioner pro- 
tection from a deluge of minor com- 
plaints. All cost of medical, dental, surgi- 
cal, hospital, laboratory and nursing care 
above the deducted amount would be 
covered under the plan, he said. 

In addition to stating that he favored a 
department of health in the federal gov- 
ernment with cabinet status, Sen. Hunt 
also said he would introduce a bill to 
establish a federal health insurance 
agency if the A.D.A. and the American 
Medical Association approved of his 
plan. 

Clyde E. Minges, president of the 
Association during the past year, opened 
the goth annual session of the House of 
Delegates by predicting that a decision on 
the current compulsory health insurance 
proposal probably will be reached within 
the next two years. 

Stressing that it is not enough to oppose 
President Truman’s “unrealistic and 
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costly proposal of federal compulsory 
health insurance,” Dr. Minges said that 
“every person with an interest in his own 
health and in the health of his community 
and nation” must face the issue. The 
House of Delegates subsequently ap- 
proved a comprehensive program for the 
improvement of dental health on the 
community, state and national levels. 

The nation may expect proponents of 
compulsory health insurance to wage a 
continuous campaign for its adoption, Dr. 
Minges said, adding that “Even though 
a momentary victory has been won in 
the Congress, particularly in the defeat of 
Reorganization Plan No. 1, no one should 
be foolish enough to say the problem is a 
decreasing one.” 

Just prior to the A.D.A. session, Harold 
Hillenbrand, secretary of the Association, 
told members of the American College of 
Dentists meeting in San Francisco in 
conjunction with the A.D.A., that it is 
inevitable that Britain’s “great social ex- 


The three new vice-presidents of the Association elected during the an- 
nual session by the House of Delegates are (I. to r.) Bernerd C. Kingsbury, 
of San Francisco, first vice-president; Don M. Hamm, of Clarksville, Ark., 
second vice-president, and Gerald G. Burns, of Rochester, N. Y., third 


vice-president. 
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periment” in compulsory health insurance 
will take on “an increasingly political 
nature.” As reasons for his statement, 
the speaker cited conditions both 
as he personally observed them during a 
visit to England and Europe last spring, 
and as they appear in the results of his 
studies of various national health pro- 
grams conducted during a period of more 
than a decade. 


Priority System Breaks Down 


A system of priority dental treatment 
for children and expectant mothers called 
for under Britain’s system has broken 
down, he said and “insofar as there 
seems to be little hope of living up to 
the priority terms of the Act (National 
Health Service Act), the dental program 
in Great Britain can be said fairly to be 
a failure.” 

The Health Service Act has failed, the 
speaker pointed out, because it promised 
a comprehensive health service knowing 
that a comprehensive dental service could 
not be delivered owing to a shortage of 
dental personnel. He blamed much of 
the dental profession’s serious plight in 
Britain on the fact it was divided at the 
time the Labor Government approached 
it to discuss remuneration and other ad- 
ministrative matters. 


Earnings Reduced 


The government’s swift action to re- 
duce dentist’s earnings through limitation 
of the fee schedule shortly after more 
than go per cent of the nation’s 10,000 
dentists had been enrolled in the Health 
Service was cited as an example of what 
disunity within the profession has meant. 
“Indeed, the dental profession is facing 
this program with the full knowledge 
that the Minister of Health intends to 
work for a complete salaried system under 
which all dentists would be employes of 
the state,” Dr. Hillenbrand added. 

In connection with Health Minister 
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Aneurin Bevan’s political ambitions, the 
speaker said it is well known that he 
hopes to be Prime Minister “and the suc- 
cess of his health scheme will play no 
small part in its achievement.” 


CONFERENCE OF STATE SOCIETY 
OFFICERS ELECTS NEW LEADERS 


Melvin E. Ralston, of Pomona, Calif., 
was elected president of the 1950 Amer- 
ican Dental Association Conference of 
State Society Officers during the goth 
annual session of the A.D.A. in San 
Francisco. Dr. Ralston succeeded Walter 
T. McFall, of Asheville, N. C. 

Other officers of the conference elected 
are: Earl G. Jones, Columbus, Ohio, vice- 
president; and Marcus H. Burton, of 
Washington, D. C., secretary-treasurer. 

Appearing on the one-day program of 
the 1949 Conference were Charles A. 
Wilkie, secretary of The Dental Society 
of the State of New York, who spoke on 
“Problems of the Dental Technician and 
Dentistry”; James Robinson, executive 
secretary of the Southern California State - 
Dental Association, who spoke on “State 
Dental Society Program Planning”; E. 
Jeff Justis, secretary, Tennessee State 
Dental Association, who talked on “Du- 
ties and Functions of an Executive Sec- 
retary for a State Dental Society”; Fran- 
cis J. Garvey, secretary, Council on 
Legislation of the A.D.A., who spoke on 
“The Impact of Current Legislation on 
American Dentistry” and Philip E. Ad- 
ams, new president of the A.D.A., 
who delivered an address titled “Where 
Do We Go From Here.” Dr. Adams 
stressed the need for a clear philosophic 
understanding in dentistry of the social 
problems involved in health planning. 

The meeting, conducted annually just 
prior to convening of the A.D.A. House 
of Delegates, heard a brief talk on Brit- 
ain’s compulsory health scheme by 
Harold Hillenbrand, secretary of the As- 
spciation. 
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Action on a large number of major issues of interest to dentistry was taken by 
the A.D.A.'s 379-member House of Delegates which met in 90th annual session 
at the Fairmont Hotel, in San Francisco, Oct. 17-20. To move the heavy load of 
legislation on this year's agenda, the delegates, (background) representing the 
Association's 53 constituent dental societies, held an extra session on the final day 
of the session. Among the highlights of the meetings was the succession of Philip 
E. Adams, of Boston, (center) to the presidency. He succeeded Clyde E. Minges, 
of Rocky Mount, N. C., shown above (lower left) receiving the past-president's 
jewel from J. Ben Robinson, dean of the University of Maryland dental school 
and himself a past-president of the Association. At the top of the page is Sen- 
ator Lester C. Hunt, (D., Wyo.), only dentist member of the U.S. Senate, who 
proposed a system of federal voluntary health insurance in a speech at the 


convention's general session. 
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To succeed Dr. Adams in the position of president-elect, the delegates unani- 
mously elected Harold W. Oppice, of Chicago, (center) long-time member of 
the Association's Board of Trustees. He resigned as trustee of the Eighth Dis- 
trict shortly before the election was held and was replaced by L. H. Jacob, of 
Peoria, Ill., who will serve the remainder of the term. Percy T. Phillips, of New 
York, elected first speaker of the House of Delegates at the 89th annual ses- 
sion in Chicago, was unanimously reelected to serve as speaker in 1950. He is 
shown (top right) advising the delegates on parliamentary procedure. With him 
in the picture is Harold Hillenbrand who was reappointed secretary of the A.D.A. 
by the Board of Trustees. Richard L. Meiling, director of medical services for 
the Armed Forces, (lower left) told members of the House during their opening 
meeting that cooperation of all military health services toward the goal of pro- 
viding complete health care for the nation's fighting force is the aim of unification. 
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DENTISTS ASKED TO JOIN 
IN CARE BOOK CAMPAIGN 


American dentists are being asked to 
participate in the CARE program to re- 
place dental books in European libraries 
which were destroyed during the war, 
it was announced by Stanley Tylman, of 
Chicago, chairman of the A.D.A. Coun- 
cil on International Relations. Plans for 
the campaign to develop interest among 
dentists in the program were disclosed at 
a meeting of the Council with Robert 
Stanforth, of Washington, D. C., repre- 
sentative of UNESCO, during the goth 
annual session of the A.D.A., in San Fran- 
cisco. 

It was reported by Dr. Tylman that 
the Association already has sent $5,250 
worth of dental books to Europe and 
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arrangements for another shipment val- 
ued at $3,300 have been completed. 

CARE has stressed that its campaign 
to acquire books for European libraries is 
not a used book campaign. In an an- 
nouncement issued by the agency in July, 
it was stated that contributions are being 
solicited to enable CARE to purchase 
and ship new books overseas. The donor 
may select the general category in which 
the book should fit and the institution to 
which it should be sent if his contribution 
is more than $ro. 

Members of the Council on Inter- 
national Relations, in addition to Dr 
Tylman, are Don J. Aubertine, of San 
Francisco, Andrew Jackson, of Philadel- 
phia, Paul H. Jeserich, of Ann Arbor, 
Mich., and Paul E. Jones, of Farmville, 
N. C. 


Witnessing the House of Delegates create a new constituent society— 
the Alaska Territorial Dental Society—are (I. to r.) Horace E. Pope, of 
Juneau, Alaska Department of Health; Robert D. Livie, of Anchorage, 
president of the Anchorage Dental Society, and Frank N. Dorsey, of 


Anchorage. 
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GENERAL NEWS 


ONE DAY MEETING ON WEST 
COAST HELD BY DENTAL EDITORS 


Maynard K. Hine, of Indianapolis, was 
elected president of the American As- 
sociation of Dental Editors at its annual 
meeting at the College of Physicians and 
Surgeons dental school in San Francisco 
Oct. 16. Dr. Hine succeeded E. Frank 
Inskipp, of San Francisco, Calif. 

Other officers of the Association elected 
are: L. Franklin Bumgardner, of Char- 
lotte, N. C., vice-president; Walter C. 
McBride, of Detroit, secretary-treasurer ; 
and Dorothea F. Radusch, of Minneapo- 
lis, editor. 

Dr. McBride, who formerly was 
treasurer, assumed the duties of secre- 
tary succeeding Grace Rogers Spalding, 
of Birmingham, Mich., who retired this 
year. A revised set of bylaws for the or- 
ganization was adopted by the members. 


DENTAL EXAMINERS CONDUCT 
SIXTY-SIXTH ANNUAL MEETING 


J. J. Clark, of Artesia, N. M., was 
elected president of the American As- 
sociation of Dental Examiners at the 
close of its 66th annual meeting in San 
Francisco, Oct. 16. Dr. Clark succeeded 
James J. Vaughn, of Nashville, Tenn. 

Other officers of the Association 
elected are: P. L. Swartz, of New Bruns- 
wick, N. J., first vice-president; John M. 
Hughes, of Richmond, Va., second vice- 
president; and Herbert L. Bunker, of 
Junction City, Kans., third vice-president. 
Carl A. Bumstead, of Lincoln, Neb., was 
re-elected secretary. 

The Dental Examiners met with mem- 
bers of the A.D.A. Council on Dental 
Education and representatives of the 
American Association of Dental Schools 


to discuss methods and means of liaison 
among the three agencies and of im- 
proving dental examining technics. 
Shailer Peterson, secretary of the Council 
on Dental Education, spoke to the as- 
sembled body of examiners. 


SOCIETY OF DENTISTRY FOR 
CHILDREN ELECTS OFFICERS 


W. James Taub, of Albany, N. Y., was 
installed Oct. 16, in San Francisco, as 
president of the American Society of 
Dentistry for Children at the close of its 
18th annual meeting. Dr. Taub suc- 
ceeds Alfred E. Seyler, of Detroit, who 
was elected editor of the Journal of Den- 
tistry for Children. 

Hugo M. Kulstad, of San Francisco, 
chief of the Bureau of Dental Health of 
the State of California, was named pres- 
ident-elect. Other officers elected are Ear] 
Lampshire, of Lincoln, Neb., vice presi- 
dent; and Hugh A. T. Keenan, of 
Corning, N. Y., secretary-treasurer. 

One of the highlights of the meeting 
was a panel discussion titled “Problems 
Pertinent to the Practice of Pedodontics” 
held jointly with the American Associa- 
tion of Public Health Dentists at the 
College of Physicians and Surgeons den- 
tal school. Dr. Kulstad was chairman of 
the discussion. 


DENTAL ASSISTANTS NAME 
OFFICERS AT ‘49 MEETING 


Miss Mary Haney, of Omaha, Neb., 
was elected president of the American 
Dental Assistants Association at the close 
of its annual meeting in San Francisco, 
Oct. 20. Miss Haney succeeded Miss 
Katie McConnell, of Atlanta, Ga. 


609 


ion 
- 
77 
n- 
ly 
ig 
or 
|| 
te 


Other officers of the group elected are: 
Mrs. Evelyn Brett, of Etna, Pa., first vice- 
president; Mrs. Grace Robinson, of 
Miami, Fla., second vice-president; Miss 
Marie Johnson, of Portage, Wisc., third 
vice-president; Mrs. Steve Ann Mont- 
gomery, of Houston, Tex., general 
secretary; and Mrs. LoRena Kelly, of 
Wichita, Kans., treasurer. 

Examinations for accreditation by the 
Association were held in San Francisco 
just prior to the meeting. 


DENTAL HYGIENISTS NAME 
OFFICERS FOR COMING YEAR 


Miss Evelyn E. Maas, of Chicago, was 
installed as president of the American 
Dental Hygienists’ Association at the 
close of its annual meeting Oct. 20 in 
San Francisco. Miss Maas succeeded 
Miss Frances A. Stoll, of New York. 

Other officers of the group elected are: 
Miss Blanche Downie, of Philadelphia, 
Pa., president-elect; Miss Betty H. Krip- 
pene, of Oshkosh, Wis., first vice-presi- 
dent; Miss Evelyn Hannon, of New York 
City, second vice-president; and Miss 
Laura Peck of New London, Conn., third 
vice-president. Officers reelected are: 
Miss A. Rebekah Fisk, of Washington, 
D. C., secretary; and Miss Elizabeth 
Ferm, of Minneapolis, Minn., treasurer. 


ORAL SURGEONS ELECT NEW 
OFFICERS IN SAN FRANCISCO 


Berto A. Olson, of Hollywood, Calif., 
was installed president of The American 
Society of Oral Surgeons at the closing 
of its 31st annual meeting Oct. 15, in San 
Francisco. Dr. Olson succeeded James 
R. Cameron, of Philadelphia. 

Other officers of the Society elected 
are: Horace L. Cartee, of Miami, Fla., 
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president-elect ; and William T. Ewing, of 
Akron, Ohio, vice president. Harry Bear, 
of Richmond, Va., was re-elected secre- 
tary-treasurer for the 19th time. 


AMERICAN COLLEGE DENTISTS 
CONFER HONORARY FELLOWSHIPS 


Walter H. Wright, of New York, dean 
of the New York University college of 
dentistry, was installed as president of 
the American College of Dentists in San 
Francisco, Oct. 16, at the close of its an- 
nual convocation ceremonies. Honorary 
degrees of Fellow of the American Col- 
lege were conferred on 112 dentists dur- 
ing the meeting. 

Dr. Wright succeeded Earl W. Swine- 
hart of Baltimore, Md. 

Henry O. Lineberger, of Raleigh, 
N. C., was elected president-elect. Other 
new officers were Edward L. Thompson, 
of Daytona Beach, Fla., vice-president: 
and William H. Hodgkin, of Warrenton, 
Va., treasurer. 

Re-elected were Otto W. Brandhorst, 
of St. Louis, secretary; J. Ben Robinson, 
Baltimore, editor; and William J. Gies, 
of New York, historian. 


AMERICAN DENTURE SOCIETY 
INSTALLS OFFICERS FOR YEAR 


John W. Geller, of Indianapolis, was 
installed president of the American Den- 
ture Society at the closing session of its 
annual meeting in San Francisco, Oct. 15. 
Dr. Geller succeeded Wilfrid H. Terrell 
of Pasadena, Calif. 

New officers of the Society elected are 
John R. Wallace, of Winchester, Mass.. 
vice-president; Harold L. Harris, of 
Denver, president-elect, and Sylvester 
W. Cotter, of Chicago, secretary- 
treasurer. 


g, of 


THE JOURNAL inaugurates in this issue a section devoted to com- 
ment by readers on topics of current interest to dentistry. The edi- 
tors reserve the right to edit all communications to fit available 
space and require that all letters be signed. Signatures will be 
deleted in publication at the request of the author. Printed com- 
munications do not necessarily reflect the opinion or official policy 
of the Association. Your individual participation in this section is 


invited.—The Editor. 


ON COMPULSORY HEALTH INSURANCE 


If we are to assume that the sponsors of 
the compulsory health insurance plan 
sincerely believe it to be for the good of 
the U.S.A., we must also assume that they 
visualize an America needing more phy- 
sicians, dentists, nurses and hospitals and 
an ever increasing need of their services 
as an ideal to be sought, a goal to be at- 
tained. Can this be a worthy ideal? God 
forbid. The exact opposite must be true. 
A greatly lessened need of these services 
by a vastly healthier, happier people is the 
goal to be attained. 

The medical and dental professions are 
awakening to the need of studying 
“health for health’s sake” as against “dis- 
ease for disease’s sake.” Some exceedingly 
fine studies have already been made. Ac- 
tually, the knowledge is at hand whereby 
present generations can be helped to a 
healthier, happier state. And what is 
more, it would help to insure that coming 
generations will be born with all their 
parts in good order and assembled ac- 
cording to the blue prints or pattern of 
heredity—in the image of God, if you 
please. Here is health insurance in capi- 
tal letters. 

A comprehensive, workable, educa- 
tional program based on fundamental 
facts is the answer. Many will need to be 
convinced, some will be forced to find 
new fields, new occupations. All will be 
healthier and that is what we are after. 


él! 


As a dentist looking forward to the day 
when not more but fewer dentists will 
be needed, I beg you not to brush these 
thoughts aside but to augment them by 
reading such books as Nutrition and 
Physical Degeneration by Weston A. 
Price, and Wheel of Health by G. T. 
Wrench. 

If there be an ounce of real concern in 
Congress over the health and happiness 
of the American people let it be expended 
in preventing so great a calamity as the 
proposed compulsory health insurance 
plan befalling our Nation. Who can tell 
at what cost we might rid ourselves of it? 
—Paul Thorelius, Chicago. 


ON THE CASE FOR RESEARCH 


The dental problem is one that must 
be solved from the ground up. If we are 
to make effective forward steps we must 
face reality and start at logical starting 
points. There is no panacea, and the 
Government planners and _ politicians 
cannot wave the wand of cure-all legis- 
lation and thereby wipe out or even re- 
duce the enormous total of dental disease. 

With about 95 per cent of all people 
in this country in need of dental atten- 
tion, it is obvious that a “promise every- 
thing” program would result in a mad 
scramble for remedial treatment and den- 
tures that would sap all the resources of 
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the dental profession. Sound efforts to 
control dental disease through research 
and by special attention to children 
would be displaced as they have been 
under the national scheme in Britain. 

Until about 10 years ago, little was 
known of measures that would actually 
prevent and control dental diseases. Since 
then we have begun to make some prog- 
ress. Through research alone, the profes- 
sion has been provided with the most 
powerful tools in history for reducing the 
sum total of dental need. For many years 
the dentists of this country, out of their 
own pockets, actively promoted dental 
research. Dental schools, seriously handi- 
capped by lack of funds, devotedly ap- 
plied portions of their meager incomes 
to furtherance of dental research. 

But if dental health is a part of the 
totality of health . . . then it is a respon- 
sibility beyond that of the dental profes- 
sion to support dental research. 

The American Dental Association con- 
sistently has advocated a sound program 
in the best public interest. It is not a 
cure-all scheme, it does not embody the 
opiate of national paternalism, it is there- 
fore perhaps not very dramatic. But it 
is realistic—it lacks any tinge of intellec- 
tual dishonesty. And dental research is 
one of its main pillars.—/James J]. Greeves, 
president, District of Columbia Dental 
Society. 


ON THE PLIGHT OF PUBLIC 
HEALTH DENTISTRY IN MICHIGAN 


The editorial in the August issue of 
THE JOURNAL which stated that “public 
health dentistry received a serious setback 
early this year when those responsible for 
the reorganization of the Michigan State 
Department of Health reduced its dental 
unit from a second to third administra- 
tive level” was read and thoroughly ap- 
preciated. It seems tragic that a state 
that has given as much to dentistry as has 
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Michigan should receive such a “slap in 
the face.” It is my hope that the publica- 
tion of this letter may help to awaken 
other states to their potential danger. 

The condition in Michigan is a typ- 
ical picture of the setup planned by the 
American Public Health Association. If 
you will look up the March issue of the 
Illinois Dental Journal, you will find on 
page 86 the warning given to the Execu- 
tive Council of the Illinois State Dental 
Society on the possibility of a reorganiza- 
tion in Illinois. 

State dental society councils on dental 
health should keep on their toes and be 
ready to fight for the rights of dentistry 
when injurious legislation is proposed. 
If the American Public Health Associa- 
tion has its way, the dental divisions in 
every state department of public health 
will take the same ignominious position 
forced on our friends in Michigan.— 
Hugh M. Tarpley, chairman, Council on 
Dental Health, Illinois State Dental So- 
ciety. 


ON THUMBSUCKING 


I wish to refer your attention to the 
final paragraph on page 365 of the Sep- 
tember issue of THE JOURNAL. Your re- 
viewer, William W. Bolton, of the book, 
Child Psychiatry, by Kanner, states the 
following: “Of interest also to every den- 
tist is an especially frank and practical 
consideration of the relative importance 
of thumbsucking and nail biting.” It 
should be noted that on page 530 of this 
book, Kanner states the following: “Par- 
ental apprehension about thumbsucking 
is derived in large measure from cultura! 
attitudes. It has been caused by the warn- 
ings and admonitions of alarmists in the 
ranks of dentists and psychologists. Prior 
to these scares, the habit received scant 
notice from parents, pediatricians, or 
anyone else.” 

Those few of us who have actually 
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The Reader Comments 


conducted scientific research on the 
effects of thumbsucking on the dentition, 
consider writings such as Kanner’s as irre- 
sponsible and dangerous. Undocumented 
and theoretical statements of this kind 
are all too common in the medical, edu- 
cational and psychological literature, and 
are in sharp contradiction with the find- 
ings, based on evidence, of Silver, Leland 
Johnson, Swinehart, Olson, Hellman, 
Lewis and Lehman, Quigley and Ruttle, 
and myself. It is shocking to find the 
statement appearing in THE JOURNAL 
that a slough-off of the very real thumb- 
sucking problem in children is called 
“. . . an especially frank and practical 
consideration . . .” 

Those of us in pedodontics see, and 
must treat, the disfigurations associated 
with oral habits. Only we are fitted by 
experience and training to evaluate and 
cope with these problems. I feel that 
your reviewers and readers should be re- 
minded that factual material based on 
evidence is a better basis for judgment 
than theoretical guesses in these matters. 
—Bert W. Gilbert, Mott Foundation, 
Children’s Health Center, Flint, Mich. 


ON OCCUPATIONAL ALLERGY 


I am writing to you with the sole ob- 
ject in mind of helping any other dentist 
who is suffering from the type of derma- 
titis which affected both my hands. In 
brief the skin covering the free ends of 
my fingers would crack after becoming 
heavily keratinized. Small blisters would 
form growing larger in a matter of a few 
hours. Then the fingers would swell to 
twice their normal size, the blisters would 
break exuding a serous-like fluid. This 
went from acute to chronic stages for al- 
most two years. 

You can well imagine the difficulty in 
trying to practice dentistry with such a 
handicap. At times it was absolutely im- 
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possible even to be seen in public. I spent 
much time in agony and despair and 
much money in trying to obtain relief 
and cure. All the specialists in dermatol- 
ogy claimed a different cause and each 
had his private cure. Nothing helped ex- 
cept roentgen ray treatment and that 
only seemed temporarily to postpone the 
attacks. 

By accident I met another dentist with 
the same problem only he had this der- 
matitis much worse. Blistering had 
affected his hands and arms up to the 
elbows, his face and groin. He had to 
discontinue practice for five weeks. By 
comparing our symptoms we felt sure 
we had the same malady. We inventoried 
all the dental materials we used in com- 
mon. Since he was an orthodontist and 
I a general practitioner, elimination of a 
great many items was easy. It became 
evident that the use of “D-P Alginate” 
was affecting us both. As an orthodontist 
he was using the stuff routinely for each 
patient in obtaining mouth casts. I used 
it only sparingly for bridge impressions 
and for partial dentures. Whenever I 
used the material I usually held the tray 
containing the alginate with the fore 
and middle fingers of both hands, thus, 
to me at any rate, accounting for the 
malady localized in those two fingers of 
each hand. He used it much more than 
I and spread the condition by touching 
other parts of his body. 

At any rate, I’ve put “D-P Alginate” 
aside now for two months and my hands 
have returned to normal. There is no 
cracked skin, no blistering, no keratiniza- 
tion. No swelling is present and I can 
clench my fists at will. Perhaps this com- 
ment will help some other dentist in find- 
ing that he, too, has an allergy to “D-P 
Alginate.” 


The author’s name has been de- 
leted from this letter at his request. 
However, anyone wishing to com- 
municate with him may do so 
through THE JOURNAL.—Editor. 
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Injertos Dentarios. By F. Molas Lopez, D.D-S. 
First edition. 401 pages with 329 illustrations. 
Index. Price $3.50. Buenos Aires, Argentina: 
Editorial AFAS. 

The subject of tooth transplantation, im- 
plantation and reimplantation has received 
sporadic notice in the literature during the 
past few years with no extensive work having 
been contributed in this ficld in the English 
language. This type of service is not consid- 
ered in general practice and is usually resorted 
to only in those cases where teeth are acci- 
dentally knocked out. One or two clinicians in 
recent years advocated the removal of teeth, 
treating the canals, filling them and reim- 
planting the teeth in their original sockets. 
This, however, is not the usual practice. 

Perhaps one reason why this procedure has 
not received more consideration is the fact that 
a sufficient number of such cases have not 
been performed, carefully recorded and fol- 
lowed up clinically and roentgenographically. 
In the book by Molas Lopez he reports the case 
histories of 1,137 operations which are sup- 
ported by clinical records and roentgeno- 
graphic findings. The author apparently has 
a basis for some of the principles he enunciates 
and some of the conclusions he draws. 

To his credit it may be said that he does 
not advocate this procedure of tooth implanta- 
tion in every instance. Likewise he has de- 
veloped a technic and medication which must 
be followed meticulously in order to insure 
success in a high percentage of cases, and he 
stresses the point of complete immobilization 
of the implanted tooth. In addition, any tooth 
so implanted must be freed entirely from oc- 
clusion with the teeth of the opposing arch. 
It is only by this complete fixation and non- 
traumatization that the root of the tooth be- 
comes reattached in the alveolar bone. 

Essentially his technic calls for the removal 
of the tooth without injury cither to the 
alveolar process or to the tooth itself. The 
root is denuded entirely of any periodontal 
membrane fibers and the canal is properly 
filled following removal of the pulp. The 
treated tooth is then placed in solutions of 
various medicaments extending over a period 
of 20 to 24 days after which it is ready 
to be inserted into the alveolar bone and fixed 


in position with a dowel made either of metal 
or of bone. This dowel is inserted through 
the opening made with a bur through the soft 
tissues, the alveolar bone and into the root 
proper. After the tooth has been fixed bio- 
logically in the bone the metal dowel is with- 
drawn. 

Where there is extensive infection or bone 
destruction this technic is contraindicated, 
according to the author. 

This book is recommended to those who per- 
form this type of service. Unfortunately, the 
author does not amplify his clinical studies 
with histological evidence obtained either 
from human or animal subjects.—Stanley D. 
Tylman. 


Bibliographia Medica Helvetica. Vol. 4, 1946. 
Edited by the Swiss Academy of Medical 
Sciences in collaboration with the Library of 
Bale University, and the National Swiss Li- 
brary, Berne. 514 pages. Basel: Benno 
Schwabe & Co., 1948. 

This volume, number 4 of a series of medical 
bibliographies, lists 3,316 entries from Swiss 
periodical professional literature for 1946. Ma- 
terial is presented in five sections: (1) a clas- 
sified table of contents covering bibliographical 
references in Section II, listing 26 large gen- 
eral divisions with subheadings, giving decimal! 
classification and noting page on which each 
group appears; (2) bibliographical references, 
entered by author (association name, or gen- 
eral subject matter if no author listed) with 
complete title in language in which articl 
appears (either French or German) followed 
by periodical reference; (3) alphabetic listing 
of Swiss periodicals; (4) alphabetic listing of 
material under broad general terms; and (5) 
alphabetic listing of authors. 

Division XXII—Dentistry, carries 88 en- 
tries covering classifications such as: anatomy, 
physiology, focal infection, dental caries, ther- 
apeutics, surgery and anesthesia. 

Forewords outlining the general plan of both 
volumes 3 and 4, noting changes planned, as 
well as those now in effect, and explaining 
system of notations and references employed, 
appear in both French and German.—Martha 
Ann Mann. 
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Book Reviews 


Pain. By Harold G. Wolff, M.D., and Stewart 
Wolf, M.D. First edition. 86 pages. Index. 
Price $2. Springfield, Ill.: Charles C Thomas. 

The origins, mechanisms of transmission and 
inhibition of painful sensations are discussed 
briefly, but with remarkable thoroughness. 
Sample chapter headings such as “Character- 
istics of Pain as a Sensation,” “Pain Arising 
from Various Bodily Structures,” “Control of 
Perception of and Reaction to Pain by Drugs” 
and “Surgical Measures for the Relief of 
Pain” indicate the scope of the book. 

A large proportion of all pain is associated 
directly with the head, and much of it may be 
characterized by oral symptoms or pathology. 
This book is therefore pertinent to dentistry 
and should be interesting and useful to those 
dentists who will take the time to read it 
carefully. 


Oral Bacterial Infection. By Lyon P. Strean. 
185 pages with 57 illustrations. Price $5.50. 
Brooklyn, N.Y.: Dental Items of Interest Pub- 
lishing Co., Inc., 1949. 

According to the preface, it is the author’s 
intention to supply a ready reference book for 
practitioners requiring certain basic informa- 
tion quickly and for medical and dental stu- 
dents preparing for final examinations. In 
addition he proposes to deal with some of his 
own investigations concerning lactobacilli and 
the Hemophilus pertussis in some detail, and 
to provide research workers and others with 
information about the methods employed in 
the study of bacterial endotoxins, cxotoxins 
and toxoids. The subtitle promises that this 
text will be useful in diagnosis and treatment. 

Both the content and the carefully prepared 
index supply adequate support for the first 
objective. This information is supplied in brief 
outline form frequently illustrated by black 
and white drawings. The making of culture 
media, the preparation of stains and the tech- 
nical cultivation of bacteria on artificial media 
are described in considerable detail. There is 
a separate chapter on antibiotics and another 
on immunity and hypersensitivity. The au- 
thor’s description of his own investigations is 
brief and wholly without references to the 
original publications. The text on toxins, endo- 
toxins and toxoids is generous from the stand- 
point of students and general practitioners but 
insufficient for use by technicians and research 
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workers. The book is not a very helpful guide 
in diagnosis and treatment. Of the 57 illustra- 
tions, 16 are reproductions of photographs of 
not more than mediocre quality which add 
very little to the text.—Edward H. Hatton. 


The Public Relations Committee. By David M. 
Church. 27 pages. Illustrated. Price $1. New 
York: National Publicity Council for Health 
and Welfare Services, Inc., 1949. 

The public relations committee is one of 
the newest and most rapidly spreading of 
present-day phenomena, an essential corollary 
to the increasing public relations conscious- 
ness of our health and welfare services. Be- 
cause of this, an analysis of this committee’s 
operation and function is particularly timely. 
Mr. Church’s analysis is short and to the 
point. It is one of the most effective of the 
“how-to-do-it” pamphlet series issued by the 
National Publicity Council. 

This pamphlet makes its strongest point 
right at the beginning—that there is no need 
for even creating such a committee unless it 
has a policy to work with. It cannot be ex- 
pected to change attitudes toward an institu- 
tion unless this institution’s attitudes are 
changed to meet prevailing needs. This makes 
it essential that committee members have 
close access to the policy-making body of the 
organization. Mr. Church emphasizes the fact 
that this committee needs power and authority 
to speak for the institution. 

The author then goes on to analyze the 
committee itself. There are three different 
types, but certain rules apply to all. One is 
that they must include members from fields 
of work directly related to public opinion, 
another that the members must have the abil- 
ity to establish and hold close relations with 
volunteer workers. It is the committee’s re- 
sponsibility to first determine if the organiza- 
tion enjoys public favor and, if not, why not. 
Then it must direct or advise the campaign 
on the basis of this information. 

This pamphlet contains many valuable tips 
on effective ways of conducting meetings, on 
the proper frequency and the best time to call 
the members together. Mr. Church has had 
wide experience in working with health and 
welfare organizations and so speaks from a 
knowledge of their peculiar problems.—David 
Kinzer. 
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The Magnifying Glass as an Aid in Pedo- 
dontics. By Charles A. Levinson, D.M.D., 
Brookline, Mass. 

In pedodontics, or dentistry for children, the 
basic aim of the dentist should be to maintain 
dental health for the growing child and assist 
him from childhood to maturity to have an 
efficient, healthy mouth with good esthetic 
appearance. This sometimes entails an arduous 
task for it is difficult at times to get the child 
to cooperate by coming to the dental office 
for his first visit. 

Most children are truly scared of going to 
the dentist. The reason behind this is that the 
child hears dental stories from conversations 
at home between his parents; and he also hears 
fictitious stories, from his playmates, about 
what took place at the dental office when little 
Johnny or Janie last visited the dentist. As 
usual these stories are exaggerated, and in the 
frightened child’s mind they are magnified 
still further. Picture a child in such a frame 
of mind having to go through the ordeal of a 
visit to the family dentist for his first dental 
check-up. 

In pedodontics, use of the magnifying glass 
is an invaluable aid in winning over the child 
and rendering his first introduction to the 
dental chair a form of entertainment. It is 
wonderful child psychology and soon, to the 
mind of the scared youngster, the dentist and 
his assistant are good friends. No longer 
frightened, the child willingly subjects himself 
to the technic of a good dental examination. 
When this is done he is dismissed with a 
friendly handshake from both the doctor and 
his assistant. When he leaves he is beaming 
with smiles because he feels like a hero. He 
is no longer scared of the doctor because, like 
Julius Caesar, he came, he saw, and he con- 
quered. 

The technic of using the magnifier lens with 
children is as follows. I use a +5.00 diopter 
lens, circular, 3% inches in diameter, with a 
handle. Just as with adults, the dentist’s head 
should be between the magnifying glass and 
the spotlight, so that a reflected image appears 
in the lens and the patient can see what the 
dentist wishes him to. The lens is brought into 
proper focus, about 5 inches from the patient’s 
mouth, making sure that mouth, teeth, gums 


and surrounding tissues are well defined. If 
too much daylight is in the room, the window 
shades should be pulled down, thus contribut- 
ing further to the “television idea.” 

When I am about to use this magnifier, I 
introduce it to the frightened child by saying, 
“Do you want to see television or movies right 
in your own mouth?” Invariably the child 
says, “Yes.” He is now going to be entertained 
in the dental chair. Up goes the magnifier in 
my left hand, explorer in my right, and I be- 
gin my necessary examination. Asking the child 
if he sees “this tooth” and “that space,” I keep 
him entertained. 

The child becomes so distracted with this 
television idea that with no difficulty and in a 
short time the dentist has completed his den- 
tal checkup. The dentist, moreover, has won 
another patient, perhaps for life-—16 Hamil- 
ton Road. 

This article is a supplement to The Magnifying Glass 


as an Aid in Examination Technic. J.A.D.A. 38:403 
(March) 1949, by the same author. 


The Cure of Atypical Neuralgia by the 
Removal of Two Retained Roots: Report 
of a Case. By Benjamin Tucker, D.DS., 
Babylon, N. Y. 

A white, married woman, fifty years old, 
was referred to the office on August 17, 1948. 
She complained of pain at the left angle of 
her mouth. The pain was intermittent and 
would spread to her eye and forehead. These 
attacks sometimes occurred three and four 
times a day, and washing her face, cleaning 
her teeth, or lying in bed would favor their 
onset. This condition started about a year 
previous to her first visit. Since that time she 
had been treated by a physician and an osteo- 
pathic physician without achieving relief. 

On the August date an examination was 
made of her mouth which included a four- 
teen film roentgenogram series. It was revealed 
that her teeth and mouth were apparently 
normal with two exceptions. A retained root 
was found in the upper left first bicuspid re- 
gion (illustration, top, left). Another retained 
root was seen in the lower left third molar 
region (illustration, top, right). The tentative 
diagnosis was atypical neuralgia caused by 
two retained roots. The treatment was to be 
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the removal of these roots, the probable cause 
of this condition. 

On August 27 the upper left first bicuspid 
root was removed (illustration, bottom, left). 
The patient returned August 31 feeling im- 
proved. Her pain had disappeared almost 
entirely. 

On September 10 the retained root in the 
lower left third molar region was removed 
(illustration, bottom, right). By September 14 
the pain had receded completely leaving only 
a slight soreness in the region of the removed 
root which was attributable to surgical inter- 
vention in that area. 

In view of the results obtained it may be 
said that atypical neuralgia, a disconcerting 
disease, is caused by factors of dental origin, 
single or many, prominent or obscure. It did 
not seem probable that two small retained 
roots could have fomented the distress they 
did. Therefore no possible cause of atypical 
neuralgia, no matter how small or insig- 
nificant, should be overlooked or neglected 
in the diagnosis and treatment of this condi- 
tion.—16 Fire Island Avenue. 


A Simplified Method for Fabricating 
Acrylic Orthodontic Retainers and Appli- 
ances. By L. D. Levey, D.D.S., M.S.D., 
Chicago. 

When methyl methacrylate resin was first 
introduced to the profession, it was hoped that 
in addition to the esthetic qualities of the 
plastic, laboratory procedure would be mini- 
mized. However, the vulcanizer was replaced 
by tin foiling or carefully coating the model 
with a sealer and then using heat slowly and 
carefully to plasticize the material. 
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Figure 1 


For some time, a plastic has been offered 
to the profession which eliminates some of the 
arduous steps previously necessary. This ma- 
terial has been found valuable in construct- 
ing retaining and bite plane appliances. 

The technic employs the following steps: 


1. Make all wire attachment to be 
incorporated in the finished product 
(Figure 1). 

2. Coat cast with a soap solution. 

3. Pour approximately 4 cc. of the 
liquid monomer into a small jar and 
carefully sift in enough of the polymer 
until all the liquid has been incorpo- 
rated. Spatulate thoroughly until a 
homogeneous mass is formed. Close the 
cover of the mixing jar so that polymer- 
ization can begin. 

4. After the material has lost its 
“tacky” consistency work it into a thin 
flat wafer. 

5. Secure the wire to the cast with a 
small piece of the material. 


Figure 2 
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Figure 3 


6. Cover the cast with the wafer 
previously mentioned (Figure 2). This 
material can be worked out as it ap- 
proaches the occlusal surfaces of the 
teeth so that it can be practically peeled 
off without knife trimming. 

7. Ifa bite plate or plane is desired 
some of the excess can be shaped with 
the fingers and attached to the palatal 
portion. If this is attempted both this 
and the palatal material should be 
moistened with the monomer to insure 
attachment. 

8. After the material has been 
shaped to the satisfaction of the oper- 
ator, the entire cast is covered gener- 
ously with model plaster and allowed to 
set.. The plaster model and plaster cov- 
ering are then bound with wire to pre- 
vent separation during the curing 
process. 

9. The plaster imbedded cast is 
immersed in boiling water for 15 min- 
utes and then placed in cold water. 

10. The plaster covering is then 
chipped away and the processed ap- 
pliance is removed from the cast. It is 
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Figure 4 


trimmed with stones and polished with 
pumice as desired. Figure 3 shows a 
completed retaining appliance which in- 
cludes a bite plane. 

Figure 4 shows the appliance as it 
fits the model three months later after 
it has been worn by the patient. No ob- 
vious dimensional changes can be 
detected. 


A rapid method of fabricating acrylic ap- 
pliances which satisfies in part a demand that 
has existed for a long period of time is of- 
fered to the profession. The demand has been 
acute because occasional breakage or loss of 
a retainer required a new impression and a 
subsequent loss of time while the retainer was 
being processed in the laboratory. With this 
method the impression and subsequent casts 
taken when the orthodontic treatment is con- 
cluded can be utilized for fabrication of a 
new appliance, as the cast is not destroyed 
during processing. 

Because of the unique feature of fast poly- 
merization, processing time is reduced to a 
minimum, and waxing of the case and some 
equipment are eliminated.—2501 West Devon. 


The Plane People —Your levellers wish to level down as far as themselves, but they cannot bea 
levelling up to themselves. They would all have some people under them; why not, then, have 
some people above them?—Samuel Johnson. 
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COUNCIL ON DENTAL EDUCATION 


EDUCATIONAL PROGRAMS 


OF DENTAL SCHOOLS 


HIRTY-ONE dental schools in the United 
States have now been fully approved 
by the Council on Dental Education 

and seven schools have been provision- 
ally approved. One school that admitted 
its first class in 1946 has had its first two 
years approved and another school that 
admitted its first class in 1948 is not yet 
eligible for inspection. The 40 schools 
that are either approved, provisionally 
approved or have not yet become eligible 
for formal inspection, reported that they 
are accepting a total of 3,161 freshmen in 
the 1949-1950 class. The following is a 
table giving the size of the freshman 
classes for the last 11 years. 


Year Freshmen Year Freshmen 
1949-50. ..3,161 (est.) 1944-45...2,496 
1948-49. ..3,072 1943-44... 2,562 
1947-48. ..3,025 1942-43...2,702 
1946-47. ..2,974 1941-42...2,476 
1945-460...1,201 1940-41... .2,305 

1939-40... 2,183 


The 1949-1950 class represents an in- 
crease of 2.9 per cent over the 1948-1949 
freshman class and a 45 per cent increase 
over the 2,183 freshmen who entered all 
39 dental schools 10 years ago (1939). 
lhe foregoing table illustrates that there 
has been a large increase in the number 
of students accepted by the dental 
schools; this has been due in large part 
to the creation of new schools and the 
expansion of existing facilities. 
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Dental School Faculties 


The following table shows the relation- 
ship between the number of dental 
school teachers in 1948-1949 and the 
number teaching in the dental schools at 
the time that the Council made its survey 
and inspection in 1942-1943. 


1942-1943 1948-1949 
504 730 
1,776 1,935 


There has been a 17 per cent increase 
in the total number of dental school 
teachers during this period. This com- 
pares favorably with the 13 per cent in- 
crease in total dental school enrollment 
during the same period. In 1942-1943, 
22 per cent of the faculty was employed 
by the schools on a full time basis and 
this has increased to 27 per cent in 1948- 
1949. The actual number of full time fac- 
ulty members has increased from 504 to 
730, an increase of 45 per cent. There is 
considerable variation among the schools 
as to the percentage of their staffs de- 
voting full time to teaching. This per- 
centage ranges from 8 per cent to 93 per 
cent. 

Financial Survey 


The Council on Dental Education is 
about to undertake a survey of the den- 
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tal schools to study their financial man- 
agement and support. This study will 
undertake to determine the cost to the 
school of educating a dental student as 
well as to determine the cost of a dental 
education to a dental student. This com- 
prehensive study is now being planned. 
A survey has already been made of the 
tuition, fees and miscellaneous costs to 
the student. This study reveals that there 
is a great variation in the fee schedules 
and as a result it is impossible to make 
direct comparisons. Tuition fees in the 
dental schools range from less than $200 
to $800 per year. Tuition fees do not con- 
stitute a true index of the cost of dental 


education even though they have been 


used by some for making cost comparisons. 
For example, one school has a tuition fee 
considerably above the average and yet 
it includes all fees and charges in addition 
to providing the student with all of his 
textbooks and instruments. Some other 
schools require, in addition to the tuition 
fee, as many as ten different fees under 
such classifications as fees for courses, 
laboratories, infirmary, student activities, 
instrument rental, library, athletics, lock- 
ers, buildings, student publications and 
many others. A comprehensive report on 
the costs of dental education cannot be 
given at this time, but a complete report 
on this subject will be published later. 


Hospital Internship and Residency 
Programs 


The Council has now approved 37 
internship programs and 16 residency 
programs. These have been approved in 
accordance with the requirements which 
were approved by the House of Delegates 
of the American Dental Association on 
October 16, 1946. The Council on Dental 
Education considers for approval only 
those programs which are conducted in 
hospitals whose dental departments have 
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been approved by the Council on Hos- 
pital Dental Service. Detailed check-lists 
and questionnaires have been prepared 
and are now being used by the inspectors 
in evaluating the educational facilities of 
the hospitals. These questionnaires and 
stated opinions filed by the inspectors, 
along with the data supplied in the 
formal applications from the hospital of- 
ficials and the formal recommendations 
of the Council on Hospital Dental Serv- 
ice, are studied by the Council on Dental 
Education and its standing committee, 
the Committee on Hospital Dental In- 
ternships and Residencies, in evaluating 
the educational facilities of each hospital 
which is being considered for approval. 


Requirements for the Approval of 
Educational Programs 


The Council has developed (1) re- 
quirements for the approval of a dental 
school, (2) requirements for the approval 
of internship and residency programs, 
(3) requirements for the approval of 
schools for the training of dental hygien- 
ists, (4) requirements for the approval of 
schools for the training of dental labora- 
tory technicians and (5) requirements 
for the approval of specialty boards. All 
five of these requirements have been ap- 
proved by the House of Delegates of the 
American Dental Association. Lists of 
approved dental schools and approved 
residency and internship programs have 
been published and are available on re- 
quest. The Council and its committees 
are now studying the educational pro- 
grams in those schools training dental 
hygienists and those training den- 
tal laboratory technicians. When these 
studies and the inspections of the schools 
are completed, the Council will publish 
reports on these studies and will publish 
lists of those schools in which the educa- 
tional programs have been approved. 
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BUREAU OF ECONOMIC RESEARCH AND STATISTICS 


THE LONGEVITY OF DENTISTS 


mately as long as the most compar- those under 25, who died in 1946 was 
able group, the “white male” popula- 57.6. Dentists, of course, live longer than 
tion of the United States over 24 years this because they do not become dentists 
of age. The average age at death for until about 25 years of age, and it is pat- 
these white males in 1946 (the latest year ently impossible to include in our calcu- 
for which such information is available) lations those who would have become 
was 65.3. The average age at death for dentists had they not died too soon. 
dentists over 24 who died in the years Although the averages are similar for 
1946, 1947 and 1948 was 65.4. This dif- dentists and white males, the chart indi- 
ference is so slight that it could even be cates slightly greater dispersion for the 
accounted for by the fact that the aver- white male population. Dentists have a 
ages were calculated from grouped data, greater tendency to die at about the mean 
as shown in the table. or modal age, while relatively more white 
The average age at death for all white males die at ages over 80 and under 40. 


() the average, dentists live approxi- males in the United States, including 


Frequency and percentage distribution of ages at death of dentists and white males over 
24 years of age 


Dentists over 24* White males over 24 

Age at who died in 1946-1948 who died in 1946 

Number Percentage Number Percentage 
es ch 20 8 12,023 2.0 
bias 35 1.5 16,021 2.6 
134 5.6 32,280 5.3 
378 15.8 80,160 13.2 
161 6.8 53,137 8.8 
2,383 100.0 607,105 100.0 


_ Sources: The ages at death for white males were taken from Vital Statistics of the United States—1946, U. S. 
Public Health Service, Table 20, p. 250. Those for dentists were taken from obituaries blished in THE JOURNAL 
OF THE AMERICAN DENTAL ASSOCIATION and from files of the Association’s Membership Department. 


mp | this period there were three dentists 24 years old and three 23 years old who died. They are excluded 
for the sake of comparability with data on white males. 
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AGE AT DEATH OF DENTISTS AND WHITE MALE POPULATION 
OVER 24 YEARS OF AGE 


| . ---- Dentists, over 24, who died in 1946, 1947, and 1948 
20 ; ——._ White male population, over 24, who died in 1946 
15 : 
> 4 
2 
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2% 30 35 40 45 SO 55 60 65 7 75 80 85 90 95 100 105 
Age at Death 


Data from accompanying table. 


The plateau in the curve for dentists be- 
tween the ages of 50 and 60 probably 
results from the sharply reduced number 
of dental graduates in the years 1920, 


BUREAU 


OF LIBRARY AND 


1921 and 1922. Had this reduction not 
occurred, there would now be more den- 
tists in their 50’s, and consequently more 
deaths in that age bracket. 


INDEXING SERVICE 


INDEX TO DENTAL LITERATURE 


Index to Dental Literature, 1945- 

1947, was begun on October 1, 1949. 
A system of reproduction employing a 
modified version of “Flexoprint,” in 
which the photographing of specially 
prepared copy replaces the former offset 
printing, has been adopted for use in this 


Pinder to work on volume 18 of the 


issuc. 


This method and the mechanical pro- 
cedures involved represent a new depar- 
ture for the Bureau of Library and Index- 
ing Service. A somewhat similar system, 
however, is employed in preparing the 
American Dental Association Directory. 
All phases of the work preliminary to 
actual photographing (composition, prep- 
aration of copy and proofreading) are 
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Judicial Council 


being handled in the Central Office, 
under supervision of the Index Division 
of the Bureau. 

Style and format of the current edition 
will be essentially the same as in the last 
volume published. A single alphabetical 
arrangement of subject and author in- 
cludes approximately 25,000 entries, and 
covers scientific and historical material 
from dental periodical literature of the 
English speaking world. Extensive bio- 
graphical listings are given to men promi- 
nent in dentistry. Obituary coverage is 
as complete as it is possible to make it. 
lo simplify usage, a running head of 
classification will be carried on each page 
of the Index. 

A list of dental books covering 1945- 
1947 is included in the volume. 

Magazine name abbreviations em- 
ployed by the Index, and currently in 
use in other American Dental Association 
publications, are listed. Every effort has 
been made to secure accurate informa- 
tion on permanent addresses for these 
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periodicals, and a complete list is avail- 
able upon request. Dental editors wishing 
to check publication data for their jour- 
nals are urged to contact the Index Di- 
vision without delay to facilitate any 
necessary corrections. 

Continuing the procedure adopted in 
the 1942-1944 Index, the complete list 
of subject classification headings will ap- 
pear in a special section. Constant atten- 
tion is accorded this list to keep abreast 
of needed additions, and to improve and 
simplify the cross references. It is hoped 
that it will again be possible to make 
these headings available in reprint form. 

Working files of the Division covering 
1948-1949 are up-to-date. Inquiries re- 
garding either the published volumes or 
the monthly card service on current ma- 
terial are welcomed. 

While it is still too early to announce 
a distribution date for the forthcoming 
volume, every effort is being made to ex- 
pedite production.—Martha Ann Mann, 
Indexer. 


JUDICIAL COUNCIL 


HE Judicial Council of the American Dental Association is required to render 
many opinions and decisions each year. Some of these opinions afford interesting 
reading as well as guides to reasonable conduct. In publishing them, all parts are 

deleted that would identify the inquirers or those whose names may be associated 
with the controversy. The questions raised in the following inquiries are covered by 
the Code of Ethics of the American Dental Association, copies of which may be 


secured by writing to the Central Office of the Association. 


Ethical Practices 


QUESTION: What is the ethical practice 
of dentists when work is done for a medi- 
cal student? Are students 
charged standard fees. or is professional 


medical 


courtesy extended to them by most den- 
tists and the fees accordingly somewhat 
re duc ed? 


I realize, of course, that any dentist 


may act as he pleases in such matters; but 

I assume that there is a single ethical 

standard followed by reputable dentists. 
D.D.S., Illinois. 


REPLY: There is no provision in the Code 
of Ethics of the American Dental Asso- 
ciation, or in any other dental code with 
which I am familiar, in which reference 
is made to professional courtesies in de- 
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termining fees to be charged medical 
students. 

I know of no references or established 
customs regarding modification of dental 
fees charged to physicians, dentists, dental 
students or their respective families. 

The practice of physicians in this re- 
spect as related to other physicians and 
the families of other physicians is or 
should be guided by Article II of the 
Code of Ethics of the American Medical 
Association which was adopted June 
1949, at the annual meeting in Atlantic 
City: 


Article Il. Professional Services of 
Physicians to Each Other 


Section 1—Dependence of Physicians on Each 
Other.—As a general rule, a physician should 
not attempt to treat members of his family or 
himself. Consequently, a physician should 
cheerfully and without recompense give his 
professional services to physicians or their de- 
pendents if they are in his vicinity. 


Section 2—Compensation for Expenses.—-When a 
physician from a distance is called to advise 
another physician about his own illness or 
about that of one of his family dependents, and 
the physician to whom the service is rendered 
is in easy financial circumstances, a compensa- 
tion that will at least meet the traveling ex- 
penses of the visiting physician should be prof- 
fered him. When such a service requires an 
absence from the accustomed field of profes- 
sional work of the visitor that might reasonably 
be expected to entail a pecuniary loss, such 
loss may, in part at least, be provided for in 
the compensation offered. 


Section 3—One Physician in Charge-—When a 
physician or a member of his dependent 
family is seriously ill, he or his family should 
select one physician to take charge of the 
case. The family may ask the physician in 
charge to call in other physicians to act as 
consultants. 


Article Vi. Compensation 


Section 1—Limits of Gratuitous Service.—Poverty 
of a patient, and the obligation of physicians 
to attend one another and the dependent 
members of the families of one another, should 
command the gratuitous services of a physi- 
cian. Institutions and organizations for mutual 
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benefit, or for accident, sickness and life in- 


surance, or for analogous purposes, should 
mect such costs as are covered by the contract 
under which the service is rendered. 


We should note that in the foregoing 
there is no mention of a policy for render- 
ing medical services to dentists, their 
families, dental students or their families. 

It thus appears that the dental profes- 
sion is without a formula with which to 
guide itself in making charges to medical 
students and in fact to others of the heal- 
ing arts. Indeed, it does not appear to me 
that such a formula need be developed. 
Many dentists and their families are the 
recipients of good services of excellent 
physicians and without charge. Perhaps 
more often than otherwise decisions are 
individual and based largely on circum- 
stances. There is little doubt but that the 
dental profession has, and will continue 
to afford, similar courtesies based on in- 
dividual circumstances.—Chairman, ]u- 
dicial Council. 


QuEsTION: Have dental practitioners the 
right to give penicillin injections (300,- 
000 and 400,000 units) in the hip or arm 
to combat infection in the mouth? My 
son and I who practice together are turn- 
ing these cases over to local physicians 
and hospital nurses. We feel that pos- 
sibly we should be doing this work. 

Kindly advise us by return mail. We 
are both members of the American Den- 
tal Association and do not wish to violate 
the ethics of our profession.—D.D.S., 
Mississip pi. 


REPLY: For a precise answer you should 
consult your own attorney or the attor- 
ney for your state dental association. 

In answering your question I am with- 
out details of the dental and medical 
practice acts of Mississippi and any im- 
portant judicial decisions made by the 
courts of your state on matters immedi- 
ately related to the questions under con- 
sideration. However, I am familiar with 


Judicial Council 


the respective practice acts of several 
states, and because the California acts 
are in general similar to the related acts 
of most other states, I am using these (the 
California acts) as guides in answering 
your question. The applicable part of the 
medical practice act of California (Sec- 
tion 2144) reads as follows: “Nothing in 
this chapter prohibits service’””—(nor does 
this chapter apply)—‘“to any licensed 
dentist when engaged exclusively in the 
practice of dentistry.” 

Thus dentists in the practice of den- 
tistry are exempt from the provisions of 
the medical practice act while practicing 
dentistry. 

There is no precise definition for den- 
tistry in our dental practice act. Yet it is 
generally agreed that the practice of den- 
tistry is “treatment of diseases, injuries 
and malformations of the jaws and their 
dependent tissues.” Penicillin certainly 
has its place in the treatment of “.. . 
diseases . . . of the jaws,” and in your 
words “ . to combat infection in the 
mouth,” it comes within the practice of 
dentistry. Thus assuming your question 
relates to Mississippi and assuming the 
practice acts and -judicial interpretations 
thereon parallel the California acts and 
interpretations then obviously the answer 
to your question is yes. 

It must be appreciated that even 
though a given practitioner in any field 
has a legal right to do certain things in 
treatment of his patients, unless he em- 
ploys these measures wisely and cor- 
rectly he becomes liable for malpractice 
proceedings. 

In California registered nurses give 
penicillin injections under the direction 
of physicians and dentists, but dental as- 
sistants who are not registered nurses 
cannot. 
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If giving an injection in the hip of a 
person of the opposite sex, it would be 
well to have a registered nurse do it, or 
if you elect to make the injection your 
nurse should be present. 

In order that you may be protected 
against variations in the laws of Missis- 
sippi as compared with those of Cali- 
fornia you should confirm these opinions 
through consulting with your lawyer or 
the legal representative of your Missis- 
sippi State Dental Association.—Chair- 
man, Judicial Council. 


Letter of Recommendation 


QUESTION: Maybe you can suggest a 
form letter for one dentist to use rec- 
ommending another when disposing of 
his office. 

A dentist in our society is selling his 
office in its entirety to another dentist. 
This man wants to write to each of his 
active patients telling him he is turning 
over the office to the other dentist and 
can recommend him to carry on in a 
satisfactory manner. 

If you can give us some help along 
this line, it will be greatly appreciated. 
Both men are members of our state den- 
tal association.—Kentucky. 


REPLY: I know of no form letter used by 
dentists for the purpose outlined in your 
letter. The only ethical consideration of 
such a transaction would be that the den- 
tist who is selling his office should not so 
recommend the succeeding dentist to his 
(the selling dentist’s) patients without 
having positive knowledge that the suc- 
ceeding dentist will in fact “ . Carry 


on in a satisfactory manner.”—Chair- 
man Judicial Council. 
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COUNCIL ON DENTAL THERAPEUTICS 


PRELIMINARY COMMENTS 


ON DENTAL PRODUCTS 


HE following statements concerning 

products which are not accepted by 

the Council on Dental Therapeutics 
are designed to be free from controversial 
opinions. The Council may publish com- 
prehensive status reports on these prod- 
ucts whenever such reports are war- 
ranted, and will accept those which are 
found to be eligible for acceptance. 


Anti-Cay Ammoniated Wafers and 
Anti-Cay Ammoniated Tooth Powder 


Anti-Cay Ammoniated Wafers are pale 
orange tablets, stated to contain di- 
basic ammonium phosphate, carbamide 

urea), vitamin D (viosterol), flavor 

and excipients. Three wafers will supply 
the minimum daily requirement (pre- 
sumably 400 U.S.P. units') of vitamin 
D, according to a carton. 

Anti-Cay Ammoniated Tooth Powder 
is stated to contain dibasic ammonium 
phosphate, carbamide, magnesium carbo- 
nate, calcium carbonate and flavor. 

According to the distributing firm, the 
tooth powder is offered free to the public 
with the wafers, no attempt being made 
to sell the powder separately. 

In reply to a routine inquiry from the 
Council office, the firm sent some infor- 
mation, but did not supply quantitative 
statements of composition for the wafers 
or the tooth powder. 

Emphasis in the advertising for the 
wafers is placed on the convenience and 
simplicity of their use immediately after 
meals to help control dental caries. The 
Council does not have evidence to sup- 


port therapeutic claims specifically for 
Anti-Cay Wafers, although there is evi- 
dence which suggests that some denti- 
frices and mouth washes which contain 
dibasic ammonium phosphate and urea 
may be effective in the partial prevention 
of dental caries.” * * 

The advertising states, “Vitamin D 
(viosterol) has been added to Anti-Cay 
Ammoniated Wafers to provide double 
action against tooth decay!” Adults, 
other than elderly persons and_ those 
having little opportunity for exposure to 
clear sunshine, probably have little need 
for vitamin D.° Claims to the effect that 
an adequate intake of vitamin D will 
prevent dental caries are unwarranted.® 


Axotal Tablets 


Each orange colored, compressed tab- 
let is stated to contain phenobarbital, 15 
mg. (% grain); acetophenetidin, 0.12 
Gm. (2 grains), and acetylsalicylic acid, 
0.25 Gm. (4 grains). 

The label carries the warning state- 
ment and prescription legend usually 


1. A.D.R., ed. 14, p. 150. 

2. Council on Dental Therapeutics, American Den- 
tal Association, Status of Dentifrices and Mouthwashes 
Which Contain Dibasic Ammonium Phosphate and 
Urea. J.A.D.A. 36:504 (June) 1948. 

3. Kesel, R. G., Kirch, E. R., O'Donnell, J. F. and 
Wach, E. C., Recent Developments in the Biologic 
Production of Ammonia and the Use of Ammonia one 
Carbamide in Caries Prevention. Oral Surg., Oral Med 
& Oral Path. 2:459 (Apr.) 1949. 

4. Henschel, C. J., and Lieber, Leon, Caries Inci- 
dence Reduction by Unsupervised Use of 27.5% Am- 
monium Therapy Dentifrice. J. D. Res. 28:248 (June 
1949. 

5. A.D.R., ed. 14, p. 151. 

6. A.D.R., ed. 14, p. 147. 
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found on preparations which contain 
barbiturates. 

According to an advertising leaflet 

F-19), Axotal Tablets are “valuable in 
the treatment of—colds, tonsillitis, in- 
fluenza, fevers, neuralgia, headache, mi- 
graine, toothache, ithe pain of malignant 
diseases, and insomnia as a result of 
pain.” They are stated to be “Analgesic, 
Antipyretic, Sedative.” The dental adver- 
tising for Axotal tablets advocates their 
use postoperatively to relieve pain and 
to allay nervous excitability. 

Axotal tablets are thus a mixture of 
two analgesics and a sedative. The Coun- 
cil on Dental Therapeutics advocates the 
use of single drugs, rather than mixtures, 
for routine purposes.’ 


DPS Formula 50 


A routine inquiry for information con- 
cerning this product was sent to the man- 
ufacturer on October 15, 1947. No reply 
has been received. A sample of DPS 
Formula 50 was purchased on the open 
market. 

The preparation consists of reddish- 
brown uncoated tablets. According to the 
label, four tablets provide 4 milligrams 
of thiamine, 2 milligrams of riboflavin, 
20 milligrams of nicotinic acid, 0.3 mil- 
ligrams of pyridoxine HCl, 0.4 milli- 
gram of calcium pantothenate, 2 milli- 
grams of manganese, 10 milligrams of 
iron, 0.1 milligram of iodine, 37 mil- 
ligrams of calcium and 30 milligrams of 
phosphorus. The amounts of calcium 
and phosphorus are not nutritionally sig- 
nificant. 

In addition to ingredients generally 
used in the preparation of vitamin mix- 
tures, DPS Formula 50 is stated to con- 
tain kelp, beet root and beet leaves. 


The interested reader may wish to 
refer to “Council Announces Provisions 
for Acceptance of Multivitamin Prepa- 
rations,” J.A4.D.A. 35:900 (Dec. 15 
1947 and “Nutritional Factors” in Ac- 
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cepted Dental Remedies, ed. 14, 1948, p. 
136. 


Hyseptine Disinfectant 


This product is a clear, colorless liquid, 
packaged in 1 fluid ounce bottles, and 
intended to be diluted before use. Ac- 
cording to the label, the product con- 
tains para tertiary octyl cresoxy ethoxy 
ethyl dimethyl benzyl ammonium chlo- 
ride, 12.8 per cent, and inert ingredients 
(water), 87.2 per cent. 

The active ingredient of Hyseptine is a 
quaternary ammonium compound, of 
which several are described in Accepted 
Dental Remedies. The active ingredient 
of Hyseptine, which is not listed in Ac- 
cepted Dental Remedies, differs only 
slightly from benzethonium chloride, 
which is listed. 

Immersion in a 1: 1000 Hyseptine solu- 
tion for ten minutes is recommended for 
disinfecting surgical instruments. This 
type of preparation cannot be relied on to 
disinfect instruments in the presence of 
spores or Mycobacterium tuberculosis. 

The claims and directions for use of 
Hyseptine Disinfectant do not conform to 
those recognized for this class of products 
by the Council. The reader may wish to 
refer to “Council Discusses Permissible 
Claims for Chemicals Proposed for Dis- 
infection of Instruments,” /|.A.D.A. 
35:899 (Dec.) 1947, and to the section 
on Quarternary Ammonium Compounds 
in Accepted Dental Remedies. 


Precay Formula 


Precay Formula is a jade-green liquid 
stated to have the following composition: 
dibasic ammonium phosphate, 7 per cent; 
urea, 3 per cent; saccharin soluble, 0.2 
per cent; Nacconol LAL, 0.5 per cent; 
Tween 20, 0.2 per cent; alcohol, 5 per 
cent; water and color. 


I 
l 

‘ 
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Nacconol LAL is sodium alkyl sulfo- 
acetate. It is used in some dentifrices as 
a detergent and foaming agent. Tween 
20 is polyoxyalkalene sorbitan monolau- 
rate, a surface active agent. 

Precay Formula, diluted with an equal 
amount of water, is recommended for 
use as a mouth rinse after the teeth have 
been brushed in the regular way. Ac- 
cording to the label, “In addition to 
combating tooth decay, Precay helps 
sweeten the breath, brighten the teeth 
and cleanse the oral cavity.” 

Advertising for the product states: 
“Two active ingredients have been dis- 
covered that definitely combat this ma- 
jor cause of tooth decay (Lactobacillus 
Acidophilus ) —Dibasic Ammonium Phos- 
phate and Carbamide. . . . Precay con- 
tains these protective ingredients . . . in 
their most effective form—an Am- 
moniated Mouth Rinse. . . . it is the 
simplest and most effective way to get 
the full benefits of these anti-decay 
agents. . . . Excessive use of sugar robs 
the mouth of its protective balance . . . 
PRECAY restores that ‘balance of pro- 
tection.’ ” 

According to advertisements, Precay 
Formula is based on the work of Grove 
and Grove.* *° 

Although preliminary scientific investi- 
gations indicate that various derivatives 
of ammonia may be of value in prevent- 
ing dental caries, clinical investigation 
of preparations containing them have 
not progressed sufficiently to show 
whether their use will reduce the inci- 
dence of dental caries. 

For more detailed information con- 
cerning this class of products see “Status 
of Dentifrices and Mouthwashes Which 
Contain Dibasic Ammonium Phosphate 
and Urea,” j.A.D.A. 35:504 (June) 
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1948. The interested reader may also 
wish to refer to the chapter on Mouth 
Washes in Accepted Dental Remedies, 


edition 14, page 131. 


S. S. White Pulp Devitalizer and 
S. S. White Nerve Devitalizing Fibre 


S. S. White Pulp Devitalizer is a black 
paste, stated to contain arsenic trioxide, 
51 per cent; procaine hydrochloride, 12 
per cent; clove oil, 10 per cent; creosote, 
3 per cent; tannic acid, 2 per cent; white 
beeswax, white petrolatum, short cotton 
fiber and carbon black. 

S. S. White Nerve Devitalizing Fibre 
consists of black pellets, stated to con- 
tain arsenic trioxide, 47 per cent; pro- 
caine hydrochloride, 12 per cent; clove 
oil, 10 per cent; creosote, 3 per cent; 
tannic acid, 2 per cent; white beeswax, 
white petrolatum, short cotton fiber and 
carbon black. All percentages are by 
weight. 

These products have been on the 
market for many decades with only slight 
changes in composition. During this 
period, pulp devitalization has been 
largely replaced by extirpation under lo- 
cal anesthesia. 

In view of the hazards and limited 
usefulness of arsenic trioxide in dental 
practice, the Council on Dental Thera- 
peutics voted to delete all brands of this 
substance from A.D.R. in 1943." 


8. Grove, C. J., and Grove, C. T., Chemical Study 
of Human Saliva Indicati that Ammonia Is an Im- 
munizing Factor in Dental Caries. /.A.D.A. 22:247 


(Feb.) 1935. 
. Grove, C. T., and Grove, C. J., The Biochemi- 
Aspect of Dental Caries. D. Cosmos 76: 1029 (Oct.) 
1934- 

10, Grove, C. J., and Grove, C. T., Action of Am- 
monia on Lactobacillus and Salivary Mucin. J.A.D.A. 
29:1215 (July) 1942. 

11. A.D.R., ed. 14, p. 67. 
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Preparation of the Mouth for Dentures. R. S. In making this report actual photographs 
Taylor. D. Record. 69:89, April 1949. of many different patients have been used in 
This paper presents a discussion of some of order to show all possible types of faulty 
the defects found in the edentulous mouth anatomy. 
which render the fitting of dentures difficult: It must be remembered that this is a study 
ck technics for removal of fibrous bands, frenum, only of unilateral harelip nose and yet the 
le, lack of sulcus, hypertrophy of gums and the variations in size, shape and distortion of the 

12 defects of hard tissue such as bony excrescence, anatomic parts of the nose are numerous 

te, ; irregular ridge, and prominent premaxilla. enough to be shown either as a specific de- 

ite The methods presented are the usual type of formity or in combination with some other 
on F surgical procedures for these conditions. abnormality which may completely reverse the 
The author states: “It is well to warn classification. 

se clinicians to beware of all tumors of bone. This exhaustive investigation of nasal de- 

“" No matter how long standing they are, their formities has given the authors a theoretical 
true nature is often a matter of speculation. background which they have been able to 

> Unfortunately, this is frequently true even apply to a practical advantage not only in 

ve after a biopsy.” —Heyl G. Tebo. their preoperative diagnosis of such deformi- 

BS ties but in the actual operative procedure as 

x, Studies on the Pathologic Anatomy of the Uni- Well.—Lyall O. Bishop, DDS. 

id lateral Hare-lip Nose. Wm. C. Huffman and 

Dy f Dean M. Lierle. J. Plastic and Reconst. Surg. Conservative Treatment of Large Dental Cysts. 

: 4:225, May 1949. G. L. O’Grady. Mil. Surgeon. 105:137, Au- 

le The authors are reporting on their studies gust 1949. 

ht relative to the variations in internal and ex- The author reports a case of a large den- 

“a ternal nasal anatomy of unilateral harelip  tigerous cyst in a twelve year old girl. The 

“ nose. The fact that cadavers with such a de- cyst extended from the median plane to the 

F formity are practically never seen by an anat- mesial buccal root of the upper left first molar 

D- omist in the dissecting room makes the inves- and was associated with a mesiodens. There 
tigation one in which all interesting facts must was an elevation of the floor of the antrum. 

-d be learned from actual patients, photographs, The cyst was large enough to give a puffy 

al masks and operative experience. appearance to the upper lip on that side. 

a- The first detail to be decided upon, in order Treatment was by opening a window in the 

is to avoid misunderstandings in discussions of upper anterior region, aspiration of 18 cc. of 
nasal deformities, was to use the correct ana- fluid and removal of the mesiodens. A tube 
tomical terms which applied to this structure. drain constructed by investing a metal tube 

It was found that the nasal septum is more in acrylic was inserted and the flap loosely 
! the key to correction of nasal deformities than sutured in place. The patient was examined 
ay ; any other part. This fact was important to daily for five days and at each visit the tube 

47 the extent that the authors routinely deter- was removed, cleansed and the cavity as- 

. mined what was to be done with the nasal pirated. On the fifth day the sutures were 

mM septum before even considering how to ap- removed and the patient instructed in home 
proach the correction of the external nose. care. Check-up roentgenograms at biweekly 

n- 

4. Misproportions of the external nose can be intervals were made and the tube shortened as 
brought out clearly only by careful palpation required. A feature of this case is that this 
and examination from full face, profile and method preserved six vital teeth which under 
basal views. The defects then can be classified ordinary surgical treatment would probably 
as being in the caudal one-third or lobule, have been sacrificed. The author states that 
the middle one-third or upper cartilaginous tube drains now are made entirely of acrylic 
vault or in the cephalad one-third or bony because it is felt that the tissues are more 
vault of the nose. tolerant of this material—Heyl G. Tebo. 
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Malocclusion—Maledy or Malformation? Wen- 
dell L. Wylie. Angle Orthodont. 19:3, January 
1949. 

If we are to understand the biologic basis of 
orthodontics, we must grasp the fundamental 
difference which we facetiously state as fol- 
lows: The difference between “The Shape 
You Are” and “The Shape You're In.” 

What are the facts? Orthodontics is mor- 
phology and morphology consists of relation- 
ships. The facts are the following: 

1. It has been demonstrated that the 
morphogenic pattern of the human face is 
laid down at birth and thereafter does not 
change. 

2. Malocclusion is primarily a morpho- 
logical problem, and it demands that the 
orthodontist create the most harmonious set 
of relationships possible out of conditions 
which were originally disharmonious. (A) 
The relationship between the teeth of one 
arch, maxillary or mandibular, to one an- 
other; (B) the relationship between the 
teeth of one arch and those of the other; 
(C) the relationship between the mandibu- 
lar bony base and the maxillary bony base ; 
(D) the relationship between the mandibu- 
lar dental arch and the mandibular base, 
and the relationship between the maxillary 
arch and the maxillary base. 

Wylie sees malocclusion as disproportion 
between facial parts—parts which in them- 
selves may be within the limits of normal 
variation, but which are disproportionate 
when combined with other facial structures 
and lead therefore to a _ disproportionate 
whole.—William F. Ford. 


Alveolectomy. Kurt Tschiassny. Cincinnati J. 
Med. 30:299, June 1949. 

The author discusses the historical back- 
ground of alveolectomy and includes refer- 
ences to the various ideas concerning the 
reasons and to what extent alveolectomy 


should be performed.—Heyl G. Tebo. 


Multum in Parvo. L. Russell Marsh. D. Record. 


69:120, May 1949. 

In no other profession has the opportunity 
been afforded of earning the gratitude and 
even the friendship, of complete strangers in 
so short a time as in Dentistry. It takes us ten 
minutes oftentimes, to put a patient out of his 
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pain, and this by doing our ordinary job in 
the ordinary normal way. Not only are we 
overwhelmed with gratitude but we are paid 
for our services as well. The least we can do 
is to try, by unstinting care and effort, to be 
worthy, in some small measure, of the good 
opinion we so easily inspire. 

And so with children, only with greater joy, 
and even more gratifying response. There are 
expert technicians who regard patients merely 
as impersonal objects of their craft, not as 
human beings at all. “These fellows ought to 
be building automobiles.” Orthodontics is 
more than a technical job, more than a biolog- 
ical study; it is a human responsibility, not 
only for the successful conclusion of a case, 
but for the comfort and happiness of a child 
during and after treatment. “With our skill 
we can change a child’s whole outlook on life, 
but the real importance of that success is to 
the child’s happiness, not to our records.” 

Dr. Marsh elaborates further on the follow- 
ing types of children: the high-strung type 
(synonymous with spoiled), phlegmatic type, 
apathetic type, histrionic type, devoted type, 
bouncy type, chattering type, the human ques- 
tion mark, the smasher, the wailing type, the 
negative type, the old fashioned type, the 
scamp, and abnormal and subnormal chil- 


dren.—William F. Ford. 


Some Dental Aspects of Maxillo-facial Injuries. 
Geo. M. MacDonald and Alex. T. Roger. 
J. Canad. D.A. 15:305, June 1949. 

This review of treatment planning, methods 
of handling different types of maxillofacial 
injuries, operative procedures and postopera- 
tive treatment, shows remarkable cooperation 
between the plastic surgeons and dental sur- 
geons in the British hospitals during World 
War II. 

The majority of the injured considered in 
this particular review were of the battle 
casualty type, since they required a much 
closer collaboration among the medical and 
dental divisions than did the civilian casualty 
with which the dental surgeon was already 
more or less familiar. 

The organization of the maxillofacial and 
dental divisions from the field units into the 
base hospitals was so well planned that most 
cases were received within forty-eight hours 
of their injury. The objective of field treat- 
ment was to save life and speed evacuation. 
From the time that the patient entered the 


4 


Current Literature 


base hospital the medical objective was the 
restoration of the mouth and jaws to normal 
function. 

Institution of chemotherapy was of im- 
mediate concern, for it was found that this 
was the outstanding influence on the modi- 
fication of recognized and established treat- 
ment of maxillofacial injuries. Because of the 
fact that normal and uncomplicated recovery 
of maxillofacial injuries was almost a cer- 
tainty, the scope of reparative and restorative 
surgery was greatly increased. 

Clinical and roentgenographic examinations 
of the patient were closely correlated. Im- 
portant points which were covered in the 
clinical examination were: (1) general con- 
dition, (2) cerebral involvement, (3) respira- 
tory embarrassment, (4) loss or displacement, 

5) mouth and jaws, (6) vision, (7) ears and 
hearing, (8) neurological. All relevant data 
derived from this examination then became 
part of the case history and were invaluable 
in the treatment planning of the case. 

Operative procedures were classified into 
primary and secondary, with each classifica- 
tion having routine steps in treatment plan- 
ning. Cases were carefully evaluated as to 
degree of treatment, but were usually ap- 
proached conservatively when the problem 
of retention or removal of teeth entered into 
the picture. 

Anesthesia was usually carried out by the 
use of thiopental sodium for induction fol- 
lowed by cyclopropane with oxygen for main- 
tenance. In all cases endotracheal intubation 
was carried out by either the nasal or the oral 
route 

It was found that for fixation of fractured 


jaws, the simplest method was usually the 
of interdental wiring 
heads the list in types of fixation. Cast cap 
splints, external pins, head caps and intra- 


best. Hence, the use 


osseous wiring were next in order. Postopera- 
tive treatment resolved itself into maintenance 
of mouth hygiene, proper feeding and diets 
and careful observation of the fixation ap- 
pliances. Checking of fractures was done at 
clinically and 
genographically and patients were encouraged 


the appropriate time roent- 
to exercise the jaws as soon as appliances 
removed. 

With 
carried out by maxillofacial and dental sur- 


were 


such carefully planned procedures 


working in close cooperation, 


can be little doubt that the final results 


teams 


there 
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were the best that could possibly be obtained. 
Lyall O. Bishop, D.D.S. 


Alveolar Abscess. R. S. Taylor. D. Gaz. 15:396, 
April 1949. 

A background discussion of the cause of an 
alveolar abscess is presented and this is com- 
bined with excellent diagrams showing the 
possible pathways that may be taken by pus 
in a spreading infection. The illustrations all 
demonstrate the role of the musculofascial 
compartments of the head and neck in the 
spread of infection. 

Treatment of acute alveolar abscess is dis- 
cussed on the basis of drainage, as the author 
states that drainage is usually best provided 
by removing the offending tooth, and that the 
administration of penicillin without the pro- 
vision of drainage is irrational—Heyl G. 


Tebo. 


The Fallacy of Denture Expansion as a Treatment 
Procedure. Robert H. Strang. Angle Orthodont. 
19:12, January 1949. 

Denture expansion as a pro- 
cedure in the correction of malocclusion 
should be discarded and every effort should 
be directed toward preserving the muscular 
balance of the face. This is the 
portant factor in establishing and maintain- 
ing tooth positioning. Muscular balance is 
an inherent and unalterable balancing force 
in every person who comes to the orthodontist 
for corrective procedures and cannot be ig- 
nored or modified. It is established early in 
life and apparently is just as inflexible as the 
growth pattern of the basal bones. It can be 
classified as Nature’s orthodontic appliance, 
for its actions are preeminently dispensated 
upon the tooth crowns and, as a result, their 
positions are established and maintained, to 
the greatest extent by this constantly active 


treatment 


most im- 


force. 

These conclusions were drawn 
author studied 
could really be 


after the 
cases that 
called successful treatments, 
as illustrated by permanent stability after 
years of freedom from mechanical support. 
The width across the mandibular canines and 
the mandibular first molar teeth, in the models 
of the malocclusions and in the 
models of the stabilized, completed cases, 
showed little, if any, variation.—William F. 
Ford. 
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Beitrag rur Organo-Therapie in der Zehnheilkunde 
(Organotherapy in Dentistry). J. Diederich and 
U. Dietrich. Ztschr. f. Stomatol. 46:86, 1949. 

This report by two German dentists in the 
U.S. occupation zone consists mainly of a re- 
view of the theory, method and results through 
organotherapy, as introduced by Albert Reiss- 
ner. The original work by that author was first 
published in Rivista Italiana di Stomatologia, 
in 1937. Later contributions appeared in Den- 
tal Items, 1941 and 1942. Reissner emphasized 
the importance of endogenous factors in caries 
and introduced an extract prepared from “ho- 
mologous dental tissues of young animals.” 
The preparation is identified under the pro- 
prietary name “Vaduril.” It is administered 
both orally and by injection into the muco- 
gingival fold. The full treatment usually con- 
sists of 10 injections at three-day intervals (10 
Vaduril ampules of 2 cc. each) and of a daily 
dose of 6 tablets up to a total of 300 tablets. 
Injections into the upper or lower jaws arc 
done alternately. Excellent results are claimed 
in hypersensitivity of the teeth, caries, gingi- 
vitis, paradentoses and stomatitis. Case reports 
are given from the author’s own practice. 

The main thesis of Reissner’s method is that 
the introduction of homologous cell elements 
leads to a catalyzing effect upon the dental 
tissues. Reissner believes them to be hormones 
which act as functional regulators. The agents 
are not specifically identified. The extract is 
not toxic and in no case were undesirable re- 
sults observed. Saliva is claimed to regain its 
normal physiologic consistency as well as its 
effect. The administration of 


immunizing 
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Vaduril is also recommended as a new and 
specific organotherapy in delayed tooth erup- 
tion, in orthodontia, after oral surgery and 
prophylactically in early childhood.—A. A. 
Zimmermann. 


Glossitis in Addisonian Pernicious Anaemia; Effect 
of Synthetic Vitamins of the B Complex. Alexan- 
der Brown, M.D. Brit. M. J. 2: 704, April 23, 
1949. 


On the assumption that the glossitis in per- 
nicious anemia may be due to a vitamin de- 
ficiency, seven patients were given doses of 
100 mg. of calcium pantothenate daily, intra- 
muscularly or by mouth, in addition to the 
usual liver therapy. This resulted in a marked 
improvement in some cases and none in others. 
Nicotinic acid was given to some of the pa- 
tients in doses of 300 mg. daily. This resulted 
in some improvement in some cases, none in 
others. Likewise riboflavin and folic acid ad- 
ministration resulted in a disappearance of 
symptoms of glossitis in some instances. A sum- 
mary showed that in four of the seven cases 
the glossitis was eliminated by the use of 
pantothenate; in one case by nicotinic acid 
and riboflavin and in one case by riboflavin 
alone. 

The significance of these findings is obscure 
but it is suggested that the epithelial changes, 
such as the development of a sore tongue in 
pernicious anemia, reflects a breakdown in a 
metabolic system similar to that responsible for 
the megaloblastic marrow and the neurologic 
changes.—John K. Young. 
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LIST OF DENTAL OFFICERS 


SEPARATED FROM NAVY DENTAL CORPS 


HE following naval dental officers have 
been separated from service, accord- 
ing to lists received from the Navy 

Department. These lists are not complete. 
Other names will be published as soon as 


possible. 


Alexander, Perry C. 
Allen, William E. 
Anderson, John F. 


Bardenwerper, James E. 


Baroni, Louis A. 


Bernheim, Joseph B. 
Beveridge, Robert I. 


Biddington, William R. 


Boudreaux, Paul W. 
Burns, Edward J. 
Campbell, Billy J. 
Carroll, James C. 
Christoff, Demeter 
Cleary, William T. 
Cohen, Morton 
Conarck, Seymour 


Cook, William H., Jr. 


Cooper, Milton 
Cosin, Allen J. 
Danziger, Arthur E. 


Devaney, Thomas E. 


Donovan, Edward L. 


Dunham, Philip H. 
Fletcher, Burton L. 
Franklin, Melvin R. 


Fredrickson, W. G. 
Freeman, Robert S. 
George, David B. 
Goodman, Albert S. 
Gould, Joseph M. 
Hass, Glen W. 


Chicago 
Pasadena, Calif. 
Cedar City, Utah 
Milwaukee 
Bridgewater, 
Mass. 
Gulfport, Miss. 
Oakland Park, 
Kan. 
Baltimore 
New Iberia, La. 
Pittsburgh 
Dallas, Texas 
Westfield, N. J. 
Chicago 
Dallas, Texas 
Philadelphia 
Flushing, N. Y. 
Columbus, Miss. 
Akron, Ohio 
Brooklyn 
Freeport, N. Y. 
West Medford, 
Mass. 
Norwood, Mass. 
Brattleboro, Vt. 
Los Angeles 
Port Neches, 
Texas 
Salt Lake City 
Evanston, IIl. 
Aiken, S. C. 
Providence, R. I. 
New York 
Grand Rapids, 
Mich. 


Hibbard, Edwin D. 


Hockaday, William B. 


Howell, Robert C. 
Hudson, Harold R. 
Johnson, Donald G. 
Johnson, John A. 
Jones, Mackin L. 
Jurkiewicz, M. J. 


Lamontagne, F. E. 
Larsen, Charles C. 
Leib, James Z. 


Light, Samuel F. 
Martin, William R. 
McArdle, Harry J. 
McDade, Joseph W. 


McNeer, Theodore R. 


Michiels, Thomas A. 
Miller, Samuel 
Mork, Robert J. 
Murphy, Morris B. 


Nottingham, Severn A. 


Oxar, Charles E. 
Parrillo, John A. 
Petty, Charles R. 
Pratt, Gordon A. 


Price, Charles B. 
Reaves, Lowry D. 
Satterlund, Paul H. 
Schechter, Martin 
Slack, Franics M. 
Speck, David F. 
Speiser, Warren H. 
Stevens, William B. 
Thornton, Myers 
Toupin, Eugene A. 
Travis, Robert B. 
Walley, C. D. 


Weatherly, Robert H. 
Wern, George H. 
Wise, Miles W. 
Wolfsehr, Gerald R. 
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Rapid City, S. D. 
Port Isabel, Texas 
Ashland, Ohio 
Wood River, 
Humboldt, Neb. 
Austin, Texas 
Galveston, Texas 
Bellows Falls, 
Vermont 
Providence, R. I. 
Camden, N. J. 
Beverly Hills, 
Calif. 
Mt. Gretna, Pa. 
Durant, Okla. 
Willard, N. Y. 
New Orleans, La. 
Willowbrook, 
Calif. 
Evanston, IIl. 
Middletown, R. I. 
Jamestown, N. D. 
Cleburne, Texas 
Franktown, Va. 
Miami, Fla. 
Providence, R. I. 
Ogden, Utah 
San Marcos, 
Texas 
Uvalde, Texas 
Waukegan, Ill. 
Amery, Wis. 
Brooklyn 
Fort Worth, Tex. 
San Marcos, Tex. 
St. Louis 
Portland, Ore. 
Pearsall, Texas 
Woonsocket, R. I. 
Orange, Texas 
West Reading, 
Pennsylvania 
Conroe, Texas 
LaGrange, Texas 
Upland, Calif. 
Portland, Ore. 
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Beerbower, Loyd G., Kingwood, W. Va.; Ohio 
College of Dental Surgery, University of 
Cincinnati, 1905; died August 11; aged 72. 

Berger, Herman L., Rural, Fla.; died August 
21; aged 73. 

Bolton, Richard M., Plentywood, Mont. ; Den- 
tal School, Northwestern University, 1907; 
died August 10; aged 74. 

Bren, Edward J., Detroit Lakes, Minn. ; Dental 
School, Marquette University, 1911; died 
in August; aged 64. . 

Brown, Frank F., Wichita Falls, Texas; Balti- 
more College of Dental Surgery, 1897; died 
August 22; aged 79. 

Cleary, John A., Milford, Mass. ; died Septem- 
ber 7; aged 53. 

Cline, Carl P., Norfolk, Va. ; Baltimore College 
of Dental Surgery, University of Maryland, 
1917; died July 27; aged 57. 

Corcoran, James G., Escanaba, Mich.; died 
June 26; aged 53. 

Crane, LeRoy V. M., Brookfield, Mo.; School 
of Dentistry, Washington University, 1901; 
died in July; aged 69. 

Cummings, Lester A., Wichita, Kan.; died 
August 1; aged 67. 

Davis, Burt B., Depauville, N. Y.; School of 
Dentistry, University of Buffalo, 1905; died 
August 6; aged 81. 

DuBois, Vernon H., New York, N. Y.; College 
of Dentistry, Howard University, 1924; died 
July 21; aged 60. 

Evans, Lynwood, Jacksonville, Fla.; Southera 
Dental College, 1910; died August 20; aged 
60. 

Faherty, Leo C., Washington, D. C.; School 
of Dentistry, Georgetown University, 1920; 
died August 2; aged 57. 

Feinstein, Abraham, Philadelphia; Department 
of Dentistry, Medico-Chirurgical College of 
Philadelphia, 1910; died August 12. 

Fortier, John A., Prospect Heights, Ill.; Chi- 
cago College of Dental Surgery, 1929; died 
August 20; aged 50. 

Gardner, Walter H.; Lakeville, Conn.; New 
York College of Dentistry, 1892; died Au- 
gust 16; aged 79. 

Gatch, Lewis B., Frederick, Md.; Baltimore 
College of Dental Surgery, 1911; died Au- 
gust 22; aged 79. 

Gorton, Henry H., Naugatuck, Conn.; died 
August 27; aged 87. 

Haeseler, Herbert G., Denver; Dental School, 
Northwestern University, 1899; died August 
19; aged 76. 
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Hamilton, Frank L., Dixon, Ill.; Chicago Col- 
lege of Dental Surgery, 1908; died August 
26; aged 69. 

Hart, Frank L., San Diego, Calif. ; Kansas City 
Dental College, 1908; died August 11 ; aged 
66. 

Hawkins, William R., Freehold, N. J.; Balti- 
more College of Dental Surgery, 1918; died 
August 29; aged 57. 

Helms, Leon W., Peekskill, N. Y.; Baltimore 
College of Dental Surgery, University of 
Maryland, 1905; died September 10; aged 
64. 

Johnson, Harry M., Chicago; Dental School, 
Northwestern University, 1904; died Au- 
gust 12; aged 69. 

Keeling, John T., Scott City, Kan.; died Au- 
gust 28; aged 57. 

Kelly, Clarence E., Washington, D. C.; Den- 
tal Department, George Washington Uni- 
versity, 1919; died August 2; aged 60. 

Kreamer, C. W., Hyannis, Neb.; died July 24; 
aged 74. 

Kregarman, Samuel L., New York; College of 
Dentistry, University of Tennessee, 1911; 
died August 23; aged 58. 

Kuehn, Frank J., Anoka, Minn. ; Chicago Col- 
lege of Dental Surgery, 1899; died August 
19; aged 72. 

Lansing, Clarence T., Yonkers, N. Y.; School 
of Dentistry, University of Buffalo, 1905; 
died August 23; aged 71. 

Leidig, Charles R., Goshen, Ind.; died Au- 
gust 19; aged 8o. 

Leviston, Frank E., Santa Cruz, Calif.; died 
July 27; aged 75. 

Lewis, William A., Des Moines, Iowa; College 
of Dentistry, University of Iowa, 1909; died 
August 13; aged 65. 

Love, William, Galveston, Texas; died August 
20; aged 57. 

MacLeod, Archibald J., Detroit; College of 
Dental! Surgery, University of Michigan, 
1911; died August 13; aged 65. 

Markle, George L., Scottdale, Pa.; died July 
23; aged 76. 

Miller, Frederick E., Cleveland; School of 
Dentistry, Western Reserve University, 
1921; died August 12; aged 51. 

Murray, William A., Washington, D. C.; Den 
tal Department, National University, 1900; 
died August 26; aged 79. 

Overstreet, Robert P., Louisville, Ky.; Col- 
lege of Dentistry, University of Louisville, 
1923; died September 2; aged 53. 


J 


Deaths 


Partridge, George T., Willimantic, Conn.; 
Baltimore College of Dental Surgery, Uni- 
versity of Maryland, 1903; died August 28; 
aged 72. 

Perrin, Mark H., Topeka, Kan.; Kansas City 
Dental College, 1915; died August 24; 
aged 56. 

Rabinowitz, Louis, Yonkers, N. Y.; College 
of Dentistry, New York University, 1926; 
died August 23; aged 49. 

Reinfried, Charles J.. Manitowoc, Wis.; Den- 
tal School, Northwestern University, 1899; 
died August 14; aged 75. 

Roth, Louis M., Prospect, Pa., died July 10; 
aged gl. 

Rounds, Louie J., Endicott, N. Y.; died June 
9; aged 81. 

Smith, Fred A., Geneva, N. Y.; School of 
Dentistry, University of Pennsylvania, 1891 ; 
died August 19; aged 79. 
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Schenkel, Bessie, New York; School of Dental 
and Oral Surgery, Columbia University, 
1913; died August 29; aged 57. 

Stamper, James H., Middletown, Ohio; died 
August 15; aged 80. 

Stritch, John H., Ware, Mass.; School of Den- 
tistry, University of Pennsylvania, 1912; 
died August 16; aged 59. 

Talbot, William, Newark, N. J.; New York 
College of Dentistry, 1898; died August 28; 
aged 73. 

Valentine, William H. D., Chattanooga, 
Tenn.; Dental Department, Meharry Medi- 
cal College, 1908; died August 7; aged 83. 

Watson, E. C., Caney, Ky.; Ohio College of 
Dental Surgery, University of Cincinnati, 
1912; died August 15. 

Welter, Charles H., Elkhart, Ind.; 
School, Northwestern University, 
died August 20; aged 69. 
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1909; 


j 

| 
| 
q 


Officers 

Peoples Bank Bldg., Rocky Mount, N. C. 

W. Kremer, First Vice-President. ............0-000000: 55 E. Washington St., Chicago 
Fayette C. Williams, Second Vice-President Pocveusscccciccbsebetecdaahess Corinth, Miss. 
Leo M. Boire, Third Vice-President. ...........005000e000: Morgan Building, Portland, Ore. 
Percy T. Phillips, Speaker, House of Delegates.................... 18 E. 48th St., New York 
Harold Hillenbrand, Secretary. ............0cccccecccccseees 222 E. Superior St., Chicago 
C. Willard Camalier, Assistant Secretary.............. 1726 Eye St., N.W., Washington, D. C. 

Board of Trustees 
William McGill Burns, 1951, Second District.................. 80 Hanson Place, Brooklyn 
R. C. Dalgleish, 1951, Thirteenth District.................006: State Capitol, Salt Lake City 
Willard Ogle, 1951, Twelfth District...............0.0005- g10 N. Ervay St., Dallas, Texas 
Fred S. Shandley, 1951, Eleventh District................. Medical & Dental Bldg., Seattle 
LeRoy M. Ennis, 1950, Third District.................eeeee- 4001 Spruce St., Philadelphia 
James E. John, Sr., 1950, Fifth District..............++++ Medical Arts Bldg., Roanoke, Va. 
Daniel F. Lynch, 1950, Fourth District........ 1678 Primrose Road, N.W., Washington, D. C. 
Harold W. Oppice, 1950, Eighth District... ............+0000: 1002 W. Wilson Ave., Chicago 
J. B. Carr, 1949, Seventh District... .........0.ccsceeees Hume Mansur Bldg., Indianapolis 
Henry Hicks, 1949, First District. .............c0eeeeeeees 5 Glen Court, Greenwich, Conn. 
Robert P. Thomas, 1949, Sixth District. .............000eee00: Francis Bldg., Louisville, Ky. 
Bureaus 


Chemistry: J. Roy Doty, Director, 222 E. Superior St., Chicago. 

Economic Research and Statistics: B. D. Moen, Assistant Director, 222 E. Superior St., Chicago. 
Library and Indexing Service: Donald A. Washburn, Director, 222 E. Superior St., Chicago. 
Public Information: Herbert B. Bain, Director, 222 E. Superior St., Chicago. 


Councils 


Constitution and Bylaws: Percy T. Phillips, Chm., 18 E. 48th St., New York. 

Dental Education: J. Roy Blayney, Chm., 950 E. 59th St., Chicago; Shailer A. Peterson, Secy., 
222 E. Superior St., Chicago. 

Dental Health: Leo J. Schoeny, Chm., Maison Blanche Bldg., New Orleans; Allen O. Gruebbel, 
Secy., 222 E. Superior St., Chicago. 

Dental Museum and Registry: Henry A. Swanson, Chm., 1726 Eye St., N. W., Washington, D. C. 

Dental Research: J. L. T. Appleton, Chm., 4001 Spruce St., Philadelphia; C. B. Hall, Secy., 1835 
Eye St., N. W., Washington, D. C. 

Dental Therapeutics: Thomas J. Hill, Chm., 2085 Adelbert Road, Cleveland; Donald A. Wallace, 
Secy., 222 E. Superior St., Chicago. 

Dental Trade and Laboratory Relations: F. W. Herbine, Chm., 230 N. Fifth St., Reading, Pa.; Earl 
M. Eaton, Secy., American Trust Bldg., Cedar Rapids, Iowa. 

Federal Government Dental Corps: R. H. Friedrich, Chm., 960 Park Ave., Plainfield, N. J. 

History: L. W. Johnston, Chm., Republic Bldg., Denver. 

Hospital Dental Service: Edward C. Dobbs, Chm., 618 W. Lombard St., Baltimore. 

Insurance: L. D. Cleek, Chm., Medical Arts Bldg., Charleston, W. Va.: Paul W. Zillmann, Secy., 
29 Walden Ave., Buffalo. 

international Relations: Stanley D. Tylman, Chm., 55 E. Washington St., Chicago. 

Journalism: C. F. McKivergan, Chm., 102 Waterman St., Providence, R. I. 

Judicial Council: Ernest G. Sloman, Chm., 344 14th St., San Francisco. 

Legislation: Francis J. Garvey, Secy., 222 E. Superior St., Chicago. 

Membership: H. C. Jarvis, Chm., Mercantile Library Bldg., Cincinnati. 
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National Board of Dental Examiners: Walter H. Wright, Chm., 209 E. 23rd St., N. Y.; Gordon L. 
Teall, Secy., Hiawatha, Kan. 

Relief: John S. Owens, Chm., 407 Cooper St., Camden, N. J.; L. H. Jacob, Secy., Jefferson 
Bidg., Peoria, Ill. 

Scientific Session: William A. Garrett, Chm., Candler Bldg., Atlanta, Ga.; Robert G. Kesel, Secy., 
808 South Wood St., Chicago. 


Advisory Committees 


Bureau of Chemistry: Philip Jay, Chm., 715 S. Forest Ave., Ann Arbor, Mich. 

Bureau of Economic Research and Statistics: L. M. FitzGerald, Chm., Roshek Bldg., Dubuque, Iowa. 
Bureau of Library and Indexing Service: John E. Gurley, Chm., 350 Post St., San Francisco. 

Bureau of Public Information: C. H. Jamieson, Chm., David Whitney Bldg., Detroit. 


Special Committees 


National Emergency Dental Service: Harry Lyons, Chm., Professional Bldg., Richmond, Va. 
War Memorial: Louis H. Renfrow, Chm., 1712 G St., N. W., Washington 25, D. C. 
Wells Centenary: Eugene M. Clifford, Chm., 57 Pratt St., Hartford, Conn. 


Section Chairmea 


Clinics: Willard H. Hurley, Selling Bldg., Portland, Ore. 

Full Denture Prosthesis: Carl O. Boucher, College of Dentistry, Ohio State University, Columbus 10, 
Ohio. 

Hospital Dental Service: Sanford M. Moose, 450 Sutter St., San Francisco. 

Operative Dentistry: Alexander Jeffery, Medical and Dental Bldg., Seattle. 

Oral Surgery: Van B. Dalton, 116 Garfield Place, Cincinnati. 

Orthodontics: F. Copeland Shelden, 315 Alameda Rd., Kansas City, Mo. 

Partial Denture Prosthesis: Robert P. Dressel, School of Dentistry, Western Reserve University, 
Cleveland. 

Pedodontics and Oral Hygiene: Ralph L. Ireland, College of Dentistry, University of Nebraska, 
Lincoln, Neb. 

Periodontia: James E. Aiguier, Medical Arts Bldg., Philadelphia. 

Practice Management: Robert L. Borland, 756 S. Broadway, Los Angeles. 

Research: Ellis B. Jump, Dental School, University of Oregon, Portland, Ore. 

Roentgenology: Walter S. Thompson, 727 W. 7th St., Los Angeles. 

Scientific Exhibits (Dental Health Education Exhibits and Motion Pictures): H. B. G. Robinson, School of 
Dentistry, Ohio State University, Columbus, Ohio. 


THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 
222 East Superior Street, Chicago 11, Illinois 
WHitehall 4-6730 Cable Address: ADAECO 


Lon W. Morrey, Editor John J. Hollister, Business Manager 


All expressions of opinions and all statements of supposed facts are published on the authority 
of the writer over whose signature they appear, and are not to be regarded as expressing the 
views of the American Dental Association, unless such statements or opinions have been 
adopted by the Association. Articles are accepted with the understanding that they have not 
been published previously and that they are submitted solely to THE JOURNAL. Advertising: All 
products coming within the scope of the Council on Dental Therapeutics of the American 
Dental Association must be acceptable to the Council in order to be advertised in THE 
JouRNAL. Subscription is included in the annual membership dues of the American Dental 
Association. The subscription rate is $7 a year payable in advance for domestic subscriptions 
and $8 a year for foreign subscriptions. Notice of change of address should be received one 
month before the change is to be effective. Orders for reprints of youRNAL articles must be 
received by the Business Manager’s Office not later than the 15th of the month of issue in order 
to secure advantage of the lowest possible prices. Orders received after this date are subject 
to special quotation. 
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Kentucky 
Louisiana 


Maine 
Maryland 


Massachusetts 
Michigan 


Minnesota 


Mississippi 
Missouri 


New York 


Panama Canal Zone 


Pennsylvania 
Puerto Rico 


Rhode Island 


South Carolina 
South Dakota 
Tennessee 
Texas 

Utah 


Vermont 
Virginia 


Washington 


West Virginia 
Wisconsin 


Wyoming 


MEETINGS OF STATE SOCIETIES 


Date 
May 1-3, 1950 


April 2-5, 1950 
April 24-26, 1950 


April 3-5, 1950 
Oct. 4-7, 1950 


Nov. 10-12 
Nov. 13-15 
June 26-28, 1950 


May 15-17, 1950 
May 1-3, 1950 


May 7-10, 1950 
Mar. 29-31, 1950 
April 14-16, 1950 


May 1-3, 1950 


May 1-4, 1950 
April 24-26, 1950 


Feb. 20-22, 1950 


June 18-21, 1950 
May 7-10, 1950 


May 4-7, 1950 
May 8-10, 1950 


May &-9, 1950 


April 26-28, 1950 
May 22-24, 1950 


June 5-8, 1950 
May 18-20, 1950 


May 7-10, 1950 
Nov. 13-16 

April 16-19, 1950 
Mar. 6-8, 1950 


Jan. 17-18, 1950 


May 7-9, 1950 
May 14-16, 1950 
May 8-10, 1950 
April 23-27, 1950 


May 22-24, 1950 
April 17-19, 1950 
May 22-24, 1950 


May 15-17, 1950 
April 11-13, 1950 


Place 
Biloxi, Miss. 


Little Rock 
San Francisco 


Los Angeles 
Colorado Springs 


Palm Beach 
Savannah 
McCall 


Indianapolis 
Des Moines 


Kansas City, Mo. 
Louisville 


Monroe 


Baltimore 


Boston 
Detroit 


St. Paul 


Biloxi 
Kansas City 
Helena 
Omaha 

Las Vegas 


Atlantic City 
Albuquerque 


New York 
Pinehurst 


Fargo 
Columbus 
Tulsa 
Portland 


Providence 
Columbia 
Huron 
Chattanooga 
Dallas 


Woodstock 
Roanoke 
Spokane 


Huntington 
Milwaukee 
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Secretary 

G. W. Matthews 
H. G. DeWolf 
D. M. Hamm 

L. R. Ludwigsen 
M. E. Ralston 
R. A. Downs 

E. S. Arnold 


Norbert L. Gladnick 


K. H. Wood 

L. M. Schulstad 
J. M. Heard, Jr. 
J. H. Dawe 

A. R. Cutler 

P. W. Clopper 
E. E. Eubank 
H. 1. Wilson 

F. A. Richmond 
A. B. Coxwell 
J. S. Bernhard 


P. Gilley 
L. Pessagno, Jr. 


Son 


. M. Bommer 
Wertheimer 


V. E. Cassel 


. C. Sneed 
R. Rhoades 


oO 


S. Renouard 
A. Pierson 


. A. Paice 

E. Williams 
G. Carr 

S. Eilar 


>, A. Wilkie 
. F. Hunt 


. L. Smeby 

G. Jones 

H. Binkley 

. C. Fixott, Jr. 


. O. Leon 
. Wittek 
Guerra 


. F. Colgan 


W. Elmen 
J. Justis 

W. Ogle 

B. F. McBride 


J 
J. R. Owings 
E 
E 


J. A. Larrow 
J E. John 
F 


J. Dingler 


A. B. Drake 
R. A. Mason 


T. A. Ward 


Address 
1922 Tenth Ave., S., 
Birmingham 5 


Valley National Bank Bldg. 
Tucson 


White Bldg., Clarksville 
450 Sutter St., 
San 


Francisco 
Medico-Dental Bldg., 
Pomona 
724 Republic Bidg., 
Denver 2 
37 Linnard Rd., 

W. Hartford 
1009 Madison St., 


Wilmington 
202-1835 Eye St., N. W.., 


ashington 
Professional Blidg.., 
Bradenton 
Persons Bidg., Macon 
P. O. Box 39, Honolulu 10 
Eastman Bldg., Boise 
623 Jefferson Bldg., Peoria 2 
Kingman 
639 Insurance Exchange, 


Des nes 

1008 Huron Bidg., 

Kansas City 

1976 Douglass Blvd., 
Louisville 

407 Medical Arts Bidg.. 
Shreveport 

31 Central St., Bangor 
415 Medical Arts Bidg., 
Baltimore 1 

349 Broadway, Revere 
Michigan Dept. of Health, 
Lansing 

242 Lowry Medical Arts 
Bidg., St. Paul 

Osyka 

201 Merchants Bank Bidg. 
Jefferson City 

304 Phoenix Bidg., Butte 
Federal Securities Bldg., 
Lincoln 

Boggs Bidg., Las Vegas 
814 Elm St., Manchester 
407 Cooper St., Camden 
First National Bank Bldg.., 
Albuquerque 

1 Hanson Place, Brooklyn 
Rose Drug Co., Bidg. 
Rocky Mount 

Northwood 

185 E. State St., Columbus 
Hennessey 

Medical Dental Bldg., 
Portland 

Box 1094, Ancon 

217 State St., Harrisburg 
Avenida Ponce de Leon, 
Santurce 

838 Newport Ave., 
Pawtucket 

201 E. North St., Greenville 
Sioux Falls 

Exchange Bldg., Memphis 
310 N. Ervay St., Dallas 
Medical Arts Bidg.., 

Salt Lake City 
Middlebury 

804 Medical Arts Bldg., 
Roanoke 

1502 Medical-Dental 
Bidg., Seattle 1 
Huntington 

964 N. 27th St 

Milwaukee 

Casper 
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MEETINGS OF STATE BOARDS OF DENTAL EXAMINERS 


State 


California 


Connecticut 
Indiana 
Michigan 
Minnesota 


New Jersey 


Oregon 


Pennsylvania 


Rhode Island 


*Dentistry and den 
tDentistry. 
tDental Hygiene. 


Academy of Denture 
Prosthetics 


American Academy of 


Dental Medicine, 
Annual Mid-Winter 


American Association for 


the Advancement of 


Date 


Jan. 30, 1950 
June 19, 1950 
July 24, 1950 


Place 


San Francisco 
Los Angeles 
San Francisco 


Nov. 15-19* 

Nov. 14-17* Indianapolis 
Jan. 29-Feb. 4, 1950 Ann Arbor 
June 11-June 17, 1950 

Jan. 9-14, 1950 Minneapolis 
Dec. 12-16Tt 

Dec. 12-13t 

June 5-9, 1950Tf 

June 5-6, 1950t 

Nov. 7-10* 

Dec. 12-17t Philadelphia 
Dec, 12-14f 

Dec. 6-7 Providence 


tal hygiene. 


Secretary 
K. I. Nesbitt 


C. G. Brooks 

C. A. Frech 

J. L. Champagne 
F. A. Larson 

W. A. Wilson 


F, L. Utter 


R. E. V. Miller 


F. M. Hackett 


OTHER MEETINGS 


Date 
May 1-7, 1950 


Dec. 4 
Meeting 


Dec. 30 
Science, 


Subsection on Dentistry 


American Board 
of Prosthodontics 


American Dental Laboratories 


Association, Second 
Meeting 


Detroit District 
Dental Scclety, 
Eighth Annual 
Dental Review 


Greater New York Dental 


Jan. 29-Feb. 4, 
1950* 


Nov. 18-20 


Annual 


Dec. 5 


Meeting, Twenty-Fifth 


Anniversary 


Midcontinent Denta 


Nov. 27-30 


Congress, Ninth Annual 


Meeting 


National Board of 
Dental Examiners 


New Orleans Dental 


Dec. 5 


Confer- Nov. 


ence, Second Annual 


Scientific Meeting 


Northeastern Society of 


Orthodontists 


Pan American Odontological 


Nov. 


Dec. 7 


Association, Thirteenth 
Annual Dinner-Meeting 


Rocky Mountain Midwinter 


Dental Meeting 


Jan. 8-11, 


*Examinations for certification. 


Examinations (Part I 


and Part II) will be 


1950 


City 
Milwaukee 


New York 


( 


New York 


‘eveland 


Detroit 


New York 


St. Louis 


New Orleans 


New York 


New York 


Denver 


held in schools where there are five 


Secy. or Chm. 


I. L. Furnas 
Secy. 


W. M. Greenhut 
Secy. 


F. Krasnow 


I. R. Hardy 
Secy, 


Ken Gall 
Chm. Program 
Committee 


S. P. Jesson 
Chm. 


H. S. Horton 
Chm. Press & 
Publication 


J. E. Brophy 
Secy 

G. L. Teall 
Sec 


New Orleans 


Dental Conference 


Oscar Jacobson 
Secy. 


R. H. Brodsky 


Exec. Secy. 


G. H 


siersma 


or more « 


Address 


507 Polk St., 
San Francisco 2 


302 State St., 

New London 

Gary National Bank Bldg., 

3714 W. McNichols Road, 

Detroit 21 

1632 Washington St., N. E. 
Minneapolis 

150 E. State St., 

Trenton 8 


506 Pioneer Trust Blidg., 
Salem 

Northampton 

National Bank Bldg., 
Easton 

State Office Bldg., Divn. 
Professional Regulation, 
Providence 


Address 
La Jolla, Calif. 


124 E. 84th St., 
New York 28 


422 E. 72nd St., 
New York 21 


Tufts Dental College, 
136 Harrison Ave., 
Boston 


560 Rose Bidg.., 
Cleveland 15 


4421 Woodward Ave., 
Detroit 1 


Rm. 106A, Hotel 
Statler, New York 1 


Syndicate Trust Bldg., 
St. Louis 


Box 71, Hiawatha, Kan. 


8117 Oak St., 
New Orleans 18 


35 W. 81st St., 
New York 
14 E. S8ist St., 
New York 


724 Republic 


Denver 2 


Bidg.., 


andidates. 


| 
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Name 


Rocky Mountain Society of 


Annual 


Fall Meeting 
Sigma Epsilon Deita 


Fraternity, Annual Dinner 
of Buffalo Dental! 
Forty- 


Un 
Alumni 
Seventh Annual Meeti 


University of Kansas City, 
School of Ka 


-Western Dental College, 


City 
Alumni Annual Meeting 


The Journal of the American Dental Association 


Date City Secy. or Chm. 
Nov. 14, 15 Denver E. T. Klein 
Secy. 
Dec. 7 New York A. L. Ungar 
Chm. 
Nov. 8-10 Buffalo R. L. Montgomery 
Chm. 
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